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tions of Hospitals to the Public.” 


Honorable Roderic Wellman—Hospitals are 
deeply interested in the welfare of their em- 
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of this subject. 

Melvin L. Sutley—The president of the Penn- 
sylvania Hospital Association in his presidential 
address reviews the “Developments in the Hospi- 
tal Association of Pennsylvania.” 

Edgar C. Hayhow—tThe president of the New 
Jersey Hospital Association in his presidential ad- 
dress tells of “Hospital Progress in New Jersey.” 

Charles F. Neergaard—The well-known hospital 
consultant of New York covers a new field in hos- 
pital operation in “New Policies for Old.” 
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The Manifold Obligations of Hospitals 
to the Public | 


BENJAMIN W. BLACK, M.D., Medical Director 


Alameda County Institutions, Oakland, California 


place of great importance in the commu- 

nity and the very nature of their work 
justifies the conclusion that they become deep 
rooted in the affection of the public itself and 
particularly in the affection of the patients who 
have received benefit from the care, the modern 
up-to-date equipment, the good will, and the 
cheerful attitude which our fine hospitals today 
are constantly providing for those who come for 
relief and benefit. Since early times, when the 
sick were assembled in one place in order that 
they might receive better care at the hands of 
persons qualified to give that care, hospitals have 
developed into two types, the public hospital and 
the private institution, and offer a character of 
service from which there has never been any 
marked departure. As they have developed and 
progressed through the years, changes have come 
to meet the modern concept of service, but at no 
time have we departed from the original ideals, 


[pice of as you well know, do occupy a 
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or changed the early intentions of those who estab- 
lished these places of refuge for the sick. 


Whether we discuss the public hospital or those 
privately financed, these institutions today are but 
man’s expressed desire that he shall be well cared 
for when sickness overtakes him. With this in 
our minds, there can be little or no legitimate ex- 
pense that man is.not prepared to undertake that 
hospitals may supply skilled attention and care to 
him and his loved ones when he or his family 
are sick. 


What the Modern Hospital Represents 


The modern hospital also represents the formal 
recognition on the part of the community of its 
responsibility for providing ways and means of 
keeping the community well; treating them when . 
they are sick, but more important to apply those 
principles of constructive prevention in medicine 
in order that the community may remain well. 
The hospital and the medical profession unite in 
their work and when their jobs are best done 
they tend to be relieved of jobs. These two great 
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professions are the only two which, when they 
serve efficiently, tend to work themselves out of 
employment. 


The Hospital Purpose 


The hospital’s single purpose is the restoration 
of lost health and since the beginning it has con- 
fined itself to this great function. It is difficult 
to measure in very definite terms the manner in 
which this reaches fulfillment. Certainly, it is 
impossible to measure this function in terms of 
dollars spent or dollars saved. There are persons 
who would make the organization so mercenary 
and who would inject business principles so 
completely into the organization, that its opera- 
tion would be dependent upon the simple fact that 
there remains no deficit at the end of the year. 
This is not a proper yardstick with which we 
should measure success in the institutions over 
which we preside. As important as I believe the 
finances of any organization to be, I am equally 
convinced that the presence of a deficit or a sur- 
plus is no measurement by which one may judge 
the character of the work that a hospital per- 
forms. It may not be any more commendable 
to have a surplus than it is commendable to op- 
erate an institution at a deficit. There is no bal- 
ance sheet which can give the measure of labor 
or service or whatever it has taken to restore a 
sick person to health that can be matched against 
the cost of operation involved in such an end 
result. 


Methods of Determining Progress 


There are certain methods by which we deter- 
mine progress and there are similar methods by 
which we may determine whether an institution 
is making advance or whether there is a series 
of retrogressive steps following its operation. We 
must recognize the simple fact that without cer- 
tain sound financial planning, without certain 
fundamental finances involved in order that the 
program may have that support, any hospital will 
ultimately be compelled to close its doors. 


The Social Aspect of the Hospital 


The social aspect of the hospital itself which 
involves the good will, the humanitarian impulse, 
and the necessary inherent character in the or- 
ganization itself, all have to do with this effort 


toward service. But, each of these notable im- 
pulses by which the institutions operate, may be 
expensive. Their presence without financial sup- 
port probably would result in failure; their ab- 
sence with much money available might also re- 
sult in the failure of the institution to live up 


12 


to its ideals, even though its doors remain open. 
There are certain values however that we should 
stress in this type of discussion. Certain meth- 
ods indicate a manner in which we conduct 
our work that are worthy and demand our atten- 
tion. These personal values in the institution have 
to do with the reputation and character of the 
work and the manner in which the public views 
that work. 


The Measure of the Hospital Well Operated 


In all the world there are probably few persons 
who are engaged in taking care of the sick or 
concerned with the operation of a hospital who 
do not have something within which cannot be 
measured in terms of whether the budget has been 
well spent but which can be measured in terms 
of whether the hospital is well operated. That 
intangible thing of which we have heard this 
morning, in which there is growing attention by 
our guests, makes a hospital a success or failure. 
Scientific efficiency in itself is not a true measure 
of success, but at the same time scientific effi- 
ciency is so very necessary that without it the 
plans and the product of the personal values that 
enter into its application would fail. It is a 
fundamental thing only when it is used with care; 
with discretion; with humanitarian motives; with 
desire to serve; and with the enthusiasm that goes 
with the love of the work to be accomplished. The 
very acts of kindness, thoughtfulness of manner 
with which we are concerned as we program our 
days, the many free acts not included in the list 
of duties to be performed are so fundamental 
that they are hardly thought of at all. These 
things constitute that psychological concept, the 
ingredients of which when taken together make 
for successful operation and give to the commu- 
nity the deeper meaning of the obligations that 
the community expects of the hospital. 


A hospital in its very nature must of necessity 
seem to be “hard-boiled.” The employees do not 
go around with emotion written on their coat 
sleeves. The work itself makes employees and 
those concerned appear to be unmindful of ill- 
ness or suffering. It seems to make administra- 
tive personnel unmindful of the needs of the pa- 
tient against the finances involved in the supply- 
ing of those needs. But there are great and in- 
tangible values that are represented by leader- 
ship, by a quiet dignity, by a professional manner, 
but with a kindliness that does not permit sub- 
serviency found in men and women who are 
skilled in hospital administration. For these per- 
sons I would bespeak the thoughts that dominate 
them in the operation of the hospitals, the attri- 
butes of hospital administration that tend to make 
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it a profession and at the same time make its 
members professional. 


The Increase in Hospital Service 


America uses its hospitals and it believes in 
them. This year in all the towns and cities, we 
find that the hospitals are being used almost to 
capacity. Figures recently published show that 
there has been a gain of approximately 11 per 
cent in admissions to the hospitals in this coun- 
try and Canada during the past year. General 
hospitals and other institutions have been criti- 
cized, by persons who should know better, with 
the statement that babies are not as safely born 
in hospitals as at home. In spite of this criti- 
cism, there were 831,000 babies born in hospitals 
in America during the year; some 69,000 more 
than were born in hospitals the previous year. 
Last year 8,500,000 persons were admitted to 
American hospitals; 929,000 more than previous 
year. Records show that during the year fifty- 
seven hospitals closed their doors. In spite of this 
there was an increase of 26,000 beds in the hos- 
pitals still in operation, the increase being due 
to the fact. that the hospitals required a larger 
number of beds to supply bed care. 


A vast army of persons was employed in hos- 
pitals during the last year and many dollars were 
spent in order that the institutions might be bet- 
ter equipped, that better surgical instruments 
would be available, that new and modern sup- 
plies would be ready for the patient so that 
throughout the year our hospitals had better 
trained personnel and new equipment and sup- 
plies in readiness. Better administrators were in 
charge of these hospitals, better nurses supplied 
the nursing care and better doctors supplied bet- 
ter care because that happens to be the continued 
aim and pursuit, not only of the professional 
groups involved, but the community itself. It 
happens also that one of these manifold obliga- 
tions of the hospitals to the public demands just 
these standards each year if improvement is to be 
accomplished. 


The Public Investment in Hospitals 


Billions of dollars have been invested for equip- 
ment which had to be reconditioned or replaced, 
and for buildings which have to be improved and 
maintained. Hospitals present all types of archi- 
tectural designs. There are stately buildings, 
home-like buildings, buildings that represent util- 
ity without beauty, and speaking from the view- 
point of the executive, there are hospitals that 
are more beautiful than useful. All hospitals 
being modernized, or which have modern equip- 
ment and physical accommodations, show tangible 
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evidence of the care given to these institutions. 
The picture of the hospital that we see in our 
minds is the plant in operation and that is but 
the narrowest concept of those who really know 
what a hospital means. It is possible for a per- 
fectly trained personnel molded into a perfectly 
organized unit of operation, with reasonably good 
equipment, to operate a good hospital even in 
a tent. 


The Change from Mediocrity to Comparative 
Perfection 


With that something that can not be measured 
in terms of any yardstick, the work of the hos- 
pitals in this country continues to move on to 
greater success. Every one knows that origi- 
nally hospitals were designed and established and 
planned for the care of the sick and injured, but 
the fact is generally accepted that people who 
cared for the sick and injured were not as well 
prepared to care for them as they are today. His- 
tory would show, did time permit its review, that 
hospital care in the past was very crude even 
one hundred years ago. As a matter of fact our 
modern hospital, with its well trained personnel 
organized into an efficient unit of operation, whose 
primary purpose is to deal with the sick, is but 
a development of the last thirty or forty years. 
Men now living and still active in the work today 
are responsible for many of the changes that 
have marked the transition from mediocrity of 
plant and crudeness of service to an era of com- 
parative perfection in hospital administration; a 
performance which is one of the phenomenal de- 
velopments of this modern age, more remarkable 
than any similar development of any period in 
history. 


The Education of Hospital Personnel 


In order that the sick might be well cared for 
and the injured given adequate attention, it did 
require originally that some attention be given to 
the preparation of those persons who were ex- 
pected to care for the sick. There was evolved, 
because of this necessity, an educational program 
which demanded that every person dealing with 
hospital problems should receive certain educa- 
tional advantages in the general hospital in which 
he worked. Today it is customary for every 
hospital worthy of the name to carry on an edu- 
cational program for the purpose of perfecting 
its skilled personnel in better methods of han- 
dling their duties and solving their problems. 


Hospitals and Medical: Education 


Frequently the educational program carried on 
by hospitals is thought of in terms of nursing 
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education. It is likewise a common thought among 
persons who should know better, that without a 
training school for nurses there is no educational 
program. The more up-to-date concept demands 
that whether the hospital operates a training 
school or not, an educational program must 
prevail. Even graduate nurses operating as a 
graduate unit, if they would grow and progress 
in our modern community, must undertake the 
work of perfection in their own special field. Doc- 
tors too must secure a great amount of experi- 
ence and training within the walls of a hospital. 
Even after graduation when they become mem- 
bers of the visiting staff, well known and accepted 
as leaders in the profession, progressive physi- 
cians are still learning. The place in which this 
learning can be best accomplished is within the 
walls of the hospitals where they started in prac- 
tical education years before while serving as in- 
terns, resident physicians, or as they pursued 
their specialty. 


Most of the things that a nurse is required to 
learn in the application of her education must be 
taught in the hospital. Many nursing schools are 
equal to the best universities, in standards and 
scholarship. This fact is being recognized more 
and more by the universities themselves. They 
are joining often with the hospitals in an ar- 
rangement by which the nurses may receive a 
college education on the campus while they are 
pursuing at the same time a course in nursing 
education. Whether the hospital is staffed by 
graduates or by students, the application of the 
facts taught at the bedside of the patient and 
the manner in which these facts are applied, de- 
termines the type of nurses in that hospital. 


The engineer who operates the boiler room or 
the mechanic who is concerned with problems 
of repair must receive education in the methods 
of application of his trade so that the application 
of the things that he has learned may be properly 
applied to this specialized field. Dietitians, lab- 
oratory technologists, x-ray special technical as- 
sistants, even though basically trained, again must 
apply, through practical application and special 
adaptation, professional knowledge to their spe- 
cialized field. 


Disease Prevention and the Promotion of Health 


The subject of the prevention of disease and 
the promotion of health has been accepted so long 
that all of us are convinced of its value. The 
community offers no place where the care of dis- 
ease in all of its aspects can be so well handled 
as in the hospital, but the hospital has an obliga- 
tion to the community that the disease shall be 
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stamped out. It meets this obligation by render- 
ing to the health authorities proper reports, giv- 
ing proper care to patients suffering with com- 
municable diseases who may be brought to the 
institution, and being otherwise sympathetic, en- 
tering into the program covered under the term 
“prevention.” 


The Role of the Hospital in the Control of 
Communicable Diseases 


In the field of communicable diseases the hos- 
pitals should probably do more than has been 
done for its own personnel as a demonstration by 
the hospital of what might be accomplished. The 
hospital, in a preventive field, should inaugurate 
programs by which its personnel are permitted 
to receive thorough physical examinations; such 
personnel to be given appropriate advice and as- 
sistance in the correction of physical difficulties. 
As far as may be possible, the personnel employed 
by hospitals shall have as a demonstration, pro- 
vision made for the anticipation of the coming of 
disease, correction of physical difficulties, and 
treatment of minor ailments so that there could 
be applied to this large number of personnel in 
practical application the very principles we have 
been teaching for years in this program of pre- 
vention. It could be a demonstration to the en- 
tire world that hospitals practice what they 
teach. The lesson could be taught to employees 
everywhere, that through the inauguration of a 
health service in which examination is a require- 
ment for employment, it is possible to cure or 
prevent minor ailments and correct disability be- 
fore it becomes disabling. The turn-over in em- 
ployment because of ill health, accidents, and dis- 
ease could be a constant demonstration of the di- 
rect application of preventive medicine. 


Ample provisions in the hospital itself for 
proper diagnosis and treatment, with the per- 
sonnel serving as a group of persons in whom a 
great investment has been made, could represent 
a demonstration to the world. Through the em- 
ployment of numerous persons in hospitals this 
demonstration could be carried into every home 
in the community and with such an intimate touch 
that its growing and expanding field of usefulness 
would represent a constant application of these 
principles. 


Medical Research in the Hospital 


Much has been said concerning the vital ques- 
tion of research in hospitals. We are not able 
to carry on direct experimentation with the pa- 
tients and contrary to public opinion, there is little 
or no experimentation in which patients are in- 
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volved. There should be much more research even 
in the application of experimental medication and 
other untried methods of treatment. No doctor 
or any other person concerned with the study 
of scientific medicine may be expected to endan- 
ger the patient to the point where a dangerous 
experiment would be carried on. The doctor’s 
first ideal and ambition is to protect his patient 
and do nothing in which the life of the patient is 
jeopardized. 


In our laboratories, however, we are able to 
carry on many demonstrations and much experi- 
mental work is done, combining the tested knowl- 
edges of the ages with the discoveries of modern 
medicine. When conclusions are reached, the pa- 
tient will have the benefit of them. Research is 
promoted by the performance of tasks in the 
laboratory, through the use of the x-ray and the 
manner in which it might be applied to treat- 
ment. There remain new steps in progress to- 
ward the control of disease, the scientific inter- 
pretation of these tests. Such tests and experi- 
ments can only be done in a hospital and can 
only be done by persons qualified not only to per- 
form the physical experiment, but to interpret, 
in the light of scientific knowledge, their applica- 
tion and then apply them. 


Not enough is being done either in the field of 
direct experimentation, or more important prob- 
ably, to utilize the information already available. 
The work of scientific investigation is continually 
impeded and progress is not well demonstrated 
because of the failure on the part of those whose 
business it is to supply encouragement and funds 
in order that new methods might be developed, 
new experiments tried, and new application of 
scientific knowledge obtained. There is a field 
here which, in my opinion, no hospital is ade- 
quately meeting and which offers new steps in 
the development of scientific medicine. 


The Necessity for Accurate Records 


Accurate records must be kept in the modern 
hospital. Too frequently these fine records are 
never used, but are stored away. Records are 
seemingly made for the purpose of making rec- 
ords. There is nothing that we should do for a 
patient that is not worthy of recording and there 
is nothing worthy of recording that is not worthy 
of review. There is nothing worthy of review, 
particularly in series, that does not offer lessons 
in new methods to the scientifically minded man 
and may offer to him a better way to care for the 
patients which he will meet tomorrow. The ap- 
plication of these experiences should be reflected 
in terms of morbidity and mortality rates in the 
future. This experiment should be used in order 
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that new material, new medication, and new in- 
struments shall have the opportunity for trial. 


It is important to find the value of new reme- 
dies or new apparatus without the necessity of 
accepting in a large gulp the words of the detail 
man or the salesman whose income depends upon 
the gullibility of the executive. There should be 
some way in which hospitals and physicians may 
be protected, because of their own lack of resist- 
ance, from the adroit salesman who speaks in 
terms of modern science without the science. 


Laboratories 


Laboratories should be well equipped so that 
whenever it is necessary to apply tests to deter- 
mine efficiency, such tests may become the basis 
for other methods to be used in handling a given 
situation. Physicians in any hospital should not 
only be permitted but should be encouraged to 
operate either from an investigative standpoint 
or from the standpoint of treating the patient, 
with due regard to scientific attainment and ap- 
propriate supervision and direction. 


Let me summarize: 


1 There is much more to the successful hospital 
operation than a physical demonstration per- 
mits. There is a psychology and a function 
incorporated and injected in the character of 
the institution itself which makes the hos- 
pital successful or allows it to fail. 


2 The hospital’s primary purpose is to cure the 
sick and injured. 


3 To accomplish its primary purpose the hos- 
pital must constantly carry on an educational 
program for the personnel in the hospital 
and every person employed must be subject 
to this educational program. The commu- 
nity too should partake of the educational 
program carried on by the hospital, by les- 
sons learned and demonstration staged. 


4 The hospitals should present a very positive 
and direct application to the prevention of 
disease through the cooperation with local 
authorities who have to do with preventive 
medicine. The institution only starts its 
task when it confines its activities to curative 
measures. 


5 Finally, all the experiences of all the doc- 
tors within the hospitals and without, and 
all other persons employed in this great 
movement, might well be pooled with some 
incentive to gain new experiences, so this 
research problem might be converted into a 
more successful attempt to prevent disease 
and cure the sick. 








Social Security for Hospital Workers 


RODERIC WELLMAN, Director 
Legislative Bureau, United Hospital Fund of New York 


legislation in this country as the federal 

Social Security Act, those who had at heart 
the welfare of our voluntary hospitals and hos- 
pital workers gave serious thought to the adop- 
tion of group retirement plans to be underwritten 
by strong insurance companies. The object was 
to meet the responsibility of the hospital for the 
security of its retiring employees by budgetable 
and systematic means, instead of by handling 
each individual case as it arose, an obviously un- 
satisfactory expedient. 


Y resis before there was any idea of such 


Inspired by the auspicious adoption in 1928 of 
the British Hospital Superannuation Scheme, a 
Hospital Pension Committee was formed under 
the auspices of the United Hospital Fund to study 
and report on the problem as presented in the 
City of New York. By the time its comprehen- 
sive report. was distributed, the depression had 
set in and the effort fell upon barren ground. So 
far as I know, only one hospital in this city, a 
large medical center, has adopted an underwritten 
retirement allowance plan. 


At the 1931 convention of the American Hos- 
pital Association, G. Powell Hamilton, an insur- 
ance company official who had made a special 
study of retirement plans in relation to hospitals, 
read an enlightening paper urging the practicabil- 
ity and necessity of adopting a retirement plan 
(1). A full discussion followed, manifesting deep 
interest, and half of the administrators present de- 
clared that they had been considering the subject 
seriously. Throughout the country, however, very 
few hospital plans have been inaugurated. Mean- 
while, the British Superannuation Scheme, with 
such alterations as experience has from time. to 
time dictated, has been almost universally em- 
braced in England and is a great success. I sug- 
gest that this fact should encourage us now to 
study the problem anew. 


Security for Old Age a Modern Trend 


There is another fact facing us today which 
makes it literally imperative that we re-examine 
the subject and come to a decision as to what is 
the best course to take within the realm of feasi- 
bility. I refer, of course, to the federal Social 
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Security Act, and in no lesser degree to the phe- 
nomenal spread of private plans in industry, due 
no doubt to the realizations that depression has 
brought. Whatever any of us feel about the stal- 
wart American tradition of self-reliance and of 
caring for our own within the family unit, cer- 
tainly the overwhelming approval in principle, by 
the citizenry, of the passage of the Social Se- 
curity Act should convince every one that pro- 
vision for security in old age has come to stay. 
In Europe it has been established for years; it 
is the modern trend of civilization. It may al- 
ready seem trite to make this statement, but what 
are we doing to meet the situation it describes? 


The provisions of the Social Security Act do 
not now apply to non-profit institutions, includ- 
ing hospitals. When the bill was being consid- 
ered in Congressional Committee, the Joint Com- 
mittee of the American, Catholic, and Protestant 
Hospital Associations, which handles federal legis- 
lative matters, sought to have such institutions 
and their employees exempted from the taxation 
provisions, while the employees were to receive 
the same benefits as industrial workers. Taxa- 
tion for unemployment compensation, particu- 
larly, was considered too onerous and wholly un- 
necessary in the case of hospitals. Moreover, 
any taxation whatever would encroach upon their 
traditional tax-exempt status. Indeed, this was 
the main point of attack. The Joint Committee’s 
ambitious effort, however, was unavailing, and 
what the Congress gave them was complete ex- 
clusion of both hospitals and their employees. 


The Proposed Amendment 


A proposed amendment to exempt only the in- 
stitutions, but to tax their employees and give 
them the full right to old age benefits, has now 
been introduced with the approval of the Joint 
Committee (2). Such an amendment is no doubt 
the ideal one from the viewpoint of the hospitals, 
since it preserves institutional exemption while 
taxing the individual, just as with income and 
property taxes. Recently the Social Security 
Board and the Senate Finance Committee ap- 
pointed an advisory council to make a study of 
fundamental changes in the Act, including pro- 
posals to extend its scope to workers not now 
covered. Hence, it is probable that consideration 
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of our amendment will have to await the report 
of this advisory council. 


In case the proposed amendment is rejected, an 
alternative might be urged to permit exempt in- 
stitutions an election to pay contributions toward 
old age benefits, along with their employees. Such 
voluntary submission certainly would in no wise 
jeopardize the general principle of tax exemption. 
A ready precedent for it may be found in the 
unemployment insurance provisions of our state 
Labor Law, whereby any employer not covered 
may file an election to be bound for a period of 
not less than two years (3). 


The Hazard of Taxation for Old Age Benefits 


There is scarcely a doubt that taxation for old 
age benefits, except by voluntary election, would 
create a dangerous opening wedge. The next pro- 
posal might well be for inclusion in the unneeded 
unemployment compensation tax, to say nothing 
of possible income and property taxes. 


It would seem clear that the hospitals, and the 
colleges should consider carefully before storming 
the Social Security citadel if its guns are to 
be loaded with compulsory tax shells. Hence 
it may become necessary to oppose any change 
in the present exemption clauses so far as 
hospitals are concerned. In other words, the 
hospitals may be forced to keep out of the 
Social Security Act entirely, lest they get in too 
deep. This would be a pity, I think. Current 
thought as to the responsibility of the employer 
must be met by the hospitals in some way or 
other. Employee sentiment within their walls is 
bound to become ever less satisfactory, as long 
as the workers can see all about them in industry 
federal pensions being built up, but not for them. 


Hospital Participation by Election 


Even if the hospitals are to be permitted to 
elect to pay their share, it would be a boon to 
them. I am told by insurance experts that the 
Social Security Act is a great bargain. No pri- 
vately underwritten plan can possibly compete 
with it in cost, such is its actuarial set-up. For 
it subsidizes the older employees at the expense 
of the younger ones, and it is the problem of the 
older workers that bothers the hospital as em- 
ployer. Consider the worker aged 60 and earn- 
ing $50 a month. In five years he can retire 
with an annual pension of $180. And yet he and 
his employer together will have paid in a total 
of only $72. Try to buy an annuity at 65 that 
will pay you 250 per cent of the purchase price 
every year for the rest of your life. You could 
not, even if you paid for it at birth. The worker 
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of 60, earning $150 a month, retires at,65 with 
$240 a year for life, on a total contribution by 
himself and his employer of $108 each. And at 
the top bracket—those who earn $3,000 or more 
per year—the annuity will still be more than 83 
per cent of its cost. ie 


This bargain quality of the Act is likely to en- 
dure, according to informed judgment. It is 
thought that the present scheme of building up 
an enormous and unnecessary reserve will prob- 
ably be replaced by a pay-as-you-go policy. If 
this is adopted, it may very well turn out that 
the maximum contribution will never exceed 114 
per cent each for employer and employee. It is 
thus apparent that the federal Act affords to the 
hospitals an exceedingly inexpensive means to- 
ward a partial solution of their problem, even if 
they themselves contribute their share. 


The Uncertainty of Conditions Surrounding 
Hospital Participation 


To sum up the situation, we do not know ex- 
actly what form the Sociel Security Act, recently 
upheld by the Supreme Court, will take. We 
do not know whether the conditions surround- 
ing our possible participation will be such that we 
can safely partake of it. We do not know whether 
it will be possible for us to partake on any terms, 
since any amendment has still to run the gauntlet 
of Congress. All we do know is that we want it, 
if we can have it in palatable form. 


Under these circumstances, we obviously can- 
not look to the federal Act alone for a solution 
of our difficulties. Since we may never be brought 
within its scope—and if we are, it may be years 
hence—it behooves us to examine the alternative 
of a retirement plan to be underwritten by a 
strong insurance company. And now is the time 
to do this, for our unfavorable position in com- 
peting for labor of high quality is bound to have 
increasingly serious effects as time passes. 


The Underwritten Plan Both an Alternative 
and a Supplement 


I called the underwritten plan an alternative, 
but it is more than that. It is a supplement. The 
actual annuities provided in the Social Security 
Act do not really give full security; they are little 
more than a dignified substitute for the poor 
house, and it would be difficult indeed to live on 
them alone. Hospitals are paying larger sums 
for retired employees of whom they now take 
care. For example, the worker now 45 will re- 
ceive under the Act but $22.50 a month if he 
earns $50, and only $42.50 on a salary of $150. 
Standards of living must thus be cut drastically 
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to less than one-half and proportionately further 
the higher the salary. 


The Private Plan 


The private plan also fills many a gap one finds 
in the Social Security Act. The latter does noth- 
ing for the worker now over 61 except to pay him 
in cash 314 per cent of his accumulated wages 
up to 65. He gets no annuity whatever. Also, 
the Act is utterly inflexible. It permits of none 
of the very desirable options that private plans 
offer, such as the joint and survivor life annuity, 
designed to permit the employee who has a wife 
to protect her in case she survives him. And it 
offers neither reward for past service nor in- 
ducement to future loyalty. 


In mentioning these shortcomings, I do not 
qualify what I said about the desirability of tak- 
ing advantage of the Act if possible. They serve 
rather to emphasize my point that the Act re- 
quires a supplementary plan if the security of 
hospital employees is to be effected satisfactorily. 
Inclusion in the Act will afford the hospitals the 
least expensive foundation on which to complete 
the edifice through the adoption of an underwrit- 
ten plan. And it should be pointed out here that 
the insurance companies will now contract to 
modify the plan, as soon as the Social Security 
Act becomes applicable. In this way any plan 
that meets the situation independently of the Act 
becomes a mere supplement to it, when and if 
the Act applies to hospitals. And thereafter the 
plan will, of course, be correspondingly less ex- 
pensive. Hence we may approach the examina- 
tion of a plan to fit our present needs with the 
comforting knowledge that, if in the future we 
are covered by the Act, the total expense will not 
be increased thereby. 


Modern plans have been streamlined, like so 
many other things, since the days of the earlier 
studies I mentioned at the outset. Difficulties that 
may then have contributed to the failure of hos- 
pitals to adopt plans have been ironed out. A 
model plan may be outlined as follows: 


A Model Plan 


Participation is voluntary as to present em- 
ployees, after at least one year of service other 
than as students. It would be harsh to coerce the 
present staff under pain of loss of their jobs. And 
experience shows that over 95 per cent join any- 
way. lLaggards are apt to come in after they 
realize the advantages. 


Participation by future employees may well be 
made compulsory, after a waiting period of one 
year. The goal is 100 per cent participation, 
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since those inclined to object to payroll deduc- 
tions are the very spendthrifts who will require 
support on retirement. The waiting period is to 
meet the problem of the misfits, those responsible 
for the rapid turnover of hospital labor. 


The hospital and each employee contribute 
equally a fixed percentage of the wage rate, in- 
cluding maintenance. The minimum that insur- 
ance companies will accept is 2 per cent from 
each. That is more expensive, to be sure, than 
the Social Security Act may ever be in its ulti- 
mate form, but it buys more. 


A life income is paid at normal retirement age, 
preferably 65, in view of the Act. By election to 
take a reduced annuity, it will be paid also dur- 
ing the life of a named beneficiary in case of sur- 
vival. An option to retire earlier may also be 
included, the income to be reduced accordingly. 


The annuity, if it is to be adequate, will in- 
clude a credit for past service, such as 114 per 
cent of salary earned for each year of employ- 
ment before adoption of the plan. It is here that 
the shoe pinches when fitted to those employees 
now near retirement age. The required reserve, 
however, can be amortized over a considerable 
span of years, the exact term depending upon the 
proportion of employees close to retirement in the 
particular hospital. The immediate expense to 
the hospital is thus lowered and made budget- 
able. This difficulty, of course, is non-recurring. 
Another way to meet it is to provide for higher 
contributions for and by the older employees. 


Where the Employee Leaves Before 
Retirement Age 


Where the employee leaves before retirement 
age, he is entitled to his own contributions plus 
3 per cent compound interest beginning after 
three years. There is no necessity that this 
should be in cash. A paid up deferred annuity 
in an amount purchasable for the sum repre- 
sented will better carry out the spirit of the 
whole undertaking and should be made compul- 
sory. An employee leaving after, say, five years 
of service would seem to deserve greater consid- 
eration. His deferred annuity should reflect the 
hospital’s contributions as well as his own, if not 
all of the past service credits that retirement at 
normal age would bring. This will tend to put 
a premium on loyalty and reduce turnover. In- 
cidentally, the hospital’s past contributions for 
an employee who leaves within five years are 
credited against its future premiums and thus 
lower the cost. 


These paid up deferred annuities will accumu- 
late as the employee migrates from hospital to 
hospital, provided they have plans, so that at re- 
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tirement age he will be nearly as well secured as 
if he had remained in his original employment. 
This removes the problem of transfer of credits 
which was one of the earlier difficulties. Of 
course, the employee who goes where no plan is 
in operation will have correspondingly less 
security. 


The beneficiary of the employee who dies be- 
fore retirement age receives a death benefit in 
cash equal to his own contributions plus 3 per 
cent compound interest. Here again, the hospi- 
tal’s contributions, which are intended only to 
benefit those who serve until retirement age, are 
credited and go to lessening the cost. 


Conclusions Reached by Study 


In closing I want to stress some of the reasons 
why a plan should be adopted, aside from the ob- 
vious one that it would put the hospital not only 
on a par, in competing for quality labor, with in- 
dustrial units which have plans, but in a position 
of advantage over those which do not. 


I cannot do better than quote the conclusions 
of bodies which have made special studies of hos- 


pital conditions. 


The report of the Hospital Sur- 


vey for New York, just published, states (4) : 


“Benefits of the same nature as those speci- 
fied for similar categories of employees in 
business and industry under the federal and 
state social security acts should be assured 
for its own employees by action of the board 
of trustees of each hospital, since only by pro- 
viding reasonable insurance against the con- 
tingencies of illness, old age, and death can 
we obtain the best quality of workers to serve 
hospital patients. Obviously no hospital 
should be put in the position where it must 
compete at a disadvantage with industry for 
employees.” 


The Hospital Pension Committee as long ago 


as 1929 concluded (5): 


(1) Transactions of American we Association, 


(2) H. R. 6442, introduced by Congressman John W. Boehne, 


“Such a system, for a cost that is moder- 
ate, definite, and easily prepared for, pro- 
motes the efficiency of any organization by 
providing all employees a sense of security, 
stability, and loyalty to the organization, and 
inculcating the habit of thrift.” 


third Annual Convention, pp. 430- 


Jr., of Indiana 


(3) Labor Law, section 502 
(4) Volume II, pp. 55, 641 
(5) “A Plan of Retiring Allowances,”’ p. 2 
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Giving to the Hospitals 


The following table, prepared by the John Price 
Jones Corporation, shows to a donor the cost of 
gifts he may make to hospitals. Federal gifts, 
taxes, and estate taxes do not apply to gifts made 


Your contribu- 


tion $500 1000 1500 2000 2500 


oeeeeee 


If your net in- 
come, subject 
to Taxation is* 





$ 6,000 482 
10,000 457 917 13879 
15,000 445 890 1337 1787 
20,000 425 856 1291 1726 2161 
30,000 385 776 1171 1566 1961 
40,000 375 750 1125 1500 1875 
50,000 345 690 1035 1380 1725 
60,000 305 622 947 1272 1597 
70,000 285 570 855 1140 1425 
80,000 245 490 735 980 1225 
90,000 225 450 675 900 1125 
100,000 205 410 615 820 1025 
150,000 190 380 570 760 950 
200,000 180 360 540 720 900 
250,000 170 340 510 680 850 


to the hospitals during the donor’s lifetime, and 
he may deduct up to fifteen per cent from the 
net taxable income ‘if given to hospitals or other 


Thirty- 





charities: 

3000 4000 5000 7500 10000 15000 20000 25000 
YOUR GIFT WILL COST ONLY 

2599 

2356 2746 

2250 3000 3756 - 

2079 3519 5319 j 

1922 2572 3222 4879 

1710 2280 2862 4387 5912 

1482 2012 2542 3867 5244 

1350 1800 2250 3407 4632 

1230 1640 2050 3107 4232 6482 

1140 1520 1900 2850 3800 5700 7600 

1080 1440 1800 2700 3600 5400 7200 9000 

1020 1360 1700 2550 3400 5100 6800 8500 


*Before making allowable deductions for charitable gifts, but after making all other deductions. 
The above table is based upon the status of the taxpayer as a married individual who is the chief 


income credit. 


support of two minor children throughout the taxable year and who has been given the maximum earned 






Front Office Courtesy 


SISTER M. FRANCIS DE SALES, S.M., Superintendent 
Misericordia Hospital, Philadelphia, Pennsylvania 


talented woman, wholly inexperienced in 

hospital matters, was called upon to erect a 
modern hospital. Accompanied by her secretary, 
pencil in hand, she at once began an inspection 
tour of hospitals in the Eastern States. Some 
months later, at a meeting of the building com- 
mittee, a surgeon interested in the project laugh- 
ingly said to the secretary, “Look at note No. 
2912 and see what you have about this,” to which 
the secretary replied, “I do not need notes any 
more; I can tell now when we enter the front 
door of a hospital what we shall find in the rest 
of the house.” There was more wisdom in the 
remark than that young person then realized. 
The front office is the “heart of the hospital,” it 
sets the rate and the kind of pulse that beats 
throughout the institution. It is a well-spring of 
courtesy from which flows a sympathy, a com- 
passion, a dignified professional charm that finds 
its way into every department and is reflected in 
the attitude of the whole hospital family. 


Se twenty years ago, a finely educated and 


Perhaps we should pause for a moment to see 
just what is this thing we call “Courtesy,” for 
which, Emerson says, there is always time. An 
English ecclesiastic, Bishop Bellord, describes it 
as “A virtue both of inward dispositions and of 
outward demeanor; it is the reality which under- 
lies the forms of politeness, and is the expression 
of united respect and charity. It is the small 
change of Christian intercourse; it is one of the 
lesser virtues, although it is in more constant 
requisition than many nobler ones, and does more, 
perhaps, to make the wheels of life run easily. 
It is at least as important for extending the work 
of God on earth as power and splendid abilities in 
speech and action. Thus, it is like the small coin- 
age of a country which is a matter of convenience 
rather than of wealth, and yet is required in order 
to make wealth tractable.” 


Hospital people generally, not only those in the 
front office, must practice this virtue of courtesy, 
not as a matter of temperament or convenience, 
but as a duty of justice incumbent on all who deal 
with human beings, and especially with those who 
are sick. 


Visitors - 
What a responsibility rests with the persons at 


Presented at the meeting of the Pennsylvania ee Asso- 
ciation, Buck Hill Falls, Pennsylvania, June 3, 
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the front desk! 


view persons who will have no contact with other 


departments of the hospital, and it is here that the | 


casual visitor and the new patient receive their 
first and lasting impression. The test of the truly 
courteous person is not in meeting successfully the 
cultured, refined, well-dressed visitors of a patient 
in the de luxe suite, but in the calm, understand- 
ing treatment of the irate parent, the daily com- 
plainer, the excited relatives of an accident victim, 


the heart-broken family of a deceased patient, the | 
tiresome visitor who insists on recounting his or 7 


her hospital experiences, or the irrepressible 
salesman who returns too often to repeat his well- 
known sales talk. All this suggests Lowell’s 
“crowning quality of endurance,” an almost 
supernatural endurance, with the patience and 
tact of great hearts. Were we to enumerate the 
qualities of the person competent to handle all 
of these situations, we would perhaps seem to be 
describing the ideal rather than the reality. Yet, 
of this caliber must be the personnel of the front 
office. 


Here come not only the patients but their friends 
and relatives—all of them under tension and 
strain of one kind or another, for they are either 
sick themselves, or interested in someone who is. 
Salesmen and insurance men are almost the only 
ones who come in a normal frame of mind. All 
of these should be met with the utmost courtesy. 
Every visitor is a potential patient and every 
salesman is a source of information. It is the 
tendency of some hospital clerks to “get rid” of 
salesmen, to save the buyer’s time by politely 


sending them on their way. This is unwise. The § 


buyer should endeavor to see all salesmen, to 
establish pleasant relations with them, and to talk 
with them as frequently as time will permit. In 
this way he obtains a vast fund of useful knowl- 
edge, and makes for his hospital allies whose value 
is not always properly estimated. 


Admission and Discharge of Patients 


First impressions are lasting; thus it is im- 
portant that the initial contact of the patient with 
the hospital should be pleasant and agreeable. 
Everything possible should be done to further this 
end. Not only all the physical features of the 
hospital must be bright and cheerful, but the 
attitude of the personnel must be one of sympathy 


HOSPITALS 





The weight of the reputation of : 
the entire institution lies with them; they inter- | 


OT ie i a ae ee ee ee ee A ee ee ee, 


— 45 a = ~- 


on of | 
inter- | 


other 


at the Ff 


their 
truly 
ly the 
atient 
tand- 


com- § 


ictim, 


t, the | 
1is or Ff 


ssible 
well- 
well’s 
Imost 
> and 
‘e the 
le all 
to be 
Yet, 


front § 


‘jends 


and @ 


sither 
ho is. 
. only 

All 
rtesy. 
every 
s the 
qd” of 
litely 


The § 


n, to 
> talk 
> In 
nowl- 
value 


with 
2able. 
r this 
f the 
t the 
athy 











and helpfulness. It must be remembered that 
admission to a hospital is not an every day affair 
to the patient. It may represent a dreaded crisis 
in his life which he has long hoped to avoid and 
which he is meeting with great fear and uncer- 
tainty. The discerning and sympathetic admit- 
ting officer can do much to allay his fear and to 
give him confidence and courage. She should in 
these days be able to introduce him to an at- 
mosphere which is almost homelike. 


As much information as possible should be se- 
cured about the patient before his arrival at the 
hospital. The doctors are only too willing to co- 
operate in this if the person taking the reserva- 
tion will only ask the necessary questions. We 
have all seen a tense, worried expression change 
to one of relief when a patient is met with “Oh, 
is this Mr. Brown, Dr. Smith’s patient?” or, “We 
are expecting Mr. Brown this morning.” He feels 
he is personally known and expected, not the 
abandoned stranger he felt himself as he walked 
or rode up the hospital drive. If the admission 
is the second within a short time, the previous 
record will supply information for the admission 
slip which can be made out in advance, precluding 
the necessity of asking the same questions again, 
except perhaps to check on address and telephone 
number. If we are able to impress the patient 
favorably before he reaches his room, we may be 
reasonably certain that his stay will be pleasant 
and satisfactory; the same is true of the reverse. 


The personnel in the front office may or may 
not have direct contact with the patient at the 
time of his discharge, but there must be some 
contact with a member of the family or with a 
friend who comes to the desk to settle the account 
and receive the discharge slip. Here, also, is an- 
other opportunity for that courtesy which makes 
fast friends. The situation should not be handled 
in mechanical routine fashion—a pleasant re- 
mark about the condition of the patient, the ex- 
pression of a hope that he will continue to 
improve, adds that personal touch which con- 
vinces the relative or friend that we are interested 
in Mr. Brown or Miss Smith, and that he or she 
is not merely “another patient.” Care should be 
taken that the patient leaves the hospital by the 
easiest and most convenient route, not going up or 
down steps unnecessarily, that he is fittingly 
clothed, and that he is certain of safe conduct to 
his destination. 


It is an excellent thing for the admission clerk 
to keep in touch with the patient during his en- 
tire day. She greets him when he comes in, and 
she should follow up this contact by visiting him 
and showing an interest in his progress and wel- 
fare. 


Especially should she make it a point to 
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see the patient just before he leaves the hospital. 
The private and ward admissions being in the 
hands of different officers makes this quite pos- 
sible, except in the very large hospitals. The pa- 
tient does not always understand the efficiency or 
inefficiency of his medical care, but he does al- 
ways understand and appreciate kind and cour- 
teous treatment. 


The Hostess 






Within the past few years, some hospitals have 
followed hotels in providing a hostess for the 
proper reception of patients and visitors. The 
duties of the hostess are as varied as hospitals 
themselves. In a small hospital, she may also be 
the admitting officer; in a larger institution this 
would not be possible. Dr. Warren P. Morrill in 
his Hospital Manual (P. 64) says: “The person- 
ality of the hostess is the principal feature in her 
success but she must, in addition, be familiar with 
hospital routine, be patient with the foibles of 
patients and visitors, have a good knowledge of 
the community in general, and above all, be gen- 
erously blessed with the milk of human kindness 
without mawkish sentiment.” 


The Modern Hospital for May, 1937, has an 
interesting article by Mrs. Florence R. Simons, 
in which it is said, “The hostess personifies the 
extra mile—the voluntary service which does not 
appear on the bill. By what she herself does and 
by what she leads others to do, the hostess keeps 
alive the personal and human qualities which can 
so easily and unintentionally become neglected. 
She picks up slants which nurses’ thermometers 
do not record and sounds not heard through the 
stethoscope.” 


Speaking of the hostess, Dr. MacEachern says, 
(Hospital Organization and Management, page 
719), that she must be carefully selected, “with 
attractive appearance, pleasing personality, and 
other qualifications necessary to meet the public 
tactfully, diplomatically and sympathetically. As 
a rule, this person has her desk in the lobby in 
order that her contact with all who come to the 
hospital may be immediate and impressive... . 
She must see that every person coming to the 
hospital is received without delay and do all she 
can to expedite the fulfilling of his needs. She 
must endeavor to put all persons whom she con- 
tacts in a properly receptive frame of mind in 
order that they will not misinterpret the spirit 
of the hospital and its attitude toward them... . 
She must ever be ready to assist those who need 
help; she must do everything in her power to 
build up good will and confidence in all who come 
to the hospital, whether patients, relatives, 
friends, visitors, or others. After all, the most 
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effective and most legitimate medium of advertis- 
ing which the hospital can attain is the satisfied 
patient who feels that the hospital is not a cold, 
scientific institution, but one thoroughly imbued 
with a true humanitarian spirit.” 


The Telephone Operator 


Courtesy in the telephone operator is so impor- 
tant and so far-reaching in its effects for good or 
ill, that it deserves more time and space than can 
be allotted to it here. No one person in the hos- 
pital has greater opportunities to please the 
friends of the hospital and their friends, and to 
make new ones; no one can so easily and quickly 
disgruntle both friend and stranger. She must 


not only have the “voice with a smile” but she 
must keep it smiling under the most trying cir- 


cumstances. She must be intelligent, alert, quick | 
to decide, long suffering in patience, and must | 


have such self-mastery that she can keep out of 
her voice every tone but that which is quiet and 
calm, which has in it a courteous willingness to 
be of service. 


From first to last the hospital family must be | 
permeated with that courtesy which was one of | 
the distinctive characteristics of the Master Phy- | 
sician when He walked the earth and conciliated | 


all hearts because He was meek and humble of 
heart, sweet and mild towards all, full of charm 
of manner, consideration and compassion. 





The 1937 Institute for Hospital Administrators 


WILL OPEN AUGUST 30 — 


PROGRAM OF SEMINARS 


PROFESSIONAL AND COMMUNITY RE- 
LATIONS 
G. Harvey Agnew, M.D. 


THE HOSPITAL AS A HEALTH CENTER 
James Moss Beeler, M.D. 


GENERAL ORGANIZATION 
Fred G. Carter, M.D. 


BUSINESS MANAGEMENT 
Clyde D. Frost, M.D. 


PROBLEMS OF THE SMALL HOSPITAL 
Macie N. Knapp, R.N. 


MAINTENANCE OF PLANT AND HOUSE- 
KEEPING 
J. Lincoln MacFarland 


NURSING 
Claude W. Munger, M.D. 


NURSING 
Edna Newman, R.N. 


GROUP HOSPITALIZATION 
C. Rufus Rorem, Ph.D. 


In addition to this program of morning semi- 
nars and discussions, lectures will be given on 
Maternity Care in the General Hospital; Hospital 
Accounting and Statistics; Interns and Intern- 
ships; and on other subjects to be arranged. 





At the close of each seminar a round table upon the subject 
presented will be conducted by the Leader. 
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WILL CLOSE SEPTEMBER 10 


INFORMATION FOR REGISTRANTS 
William J. Mather, bursar of The University of 


Chicago, has quoted the following rates for the | 


accommodation of registrants in Judson Court: 


ROOM ONLY: $15.00 per person for two weeks 


ROOM ONLY: $ 9.00 per person for one week 


ROOM AND BOARD: $30.00 per person for | 


two weeks; $18.00 per person for one week 


RATE PER DAY: $3.50 per person for room 
and board 


Rooms will be available for registrants on Sun- | 


day, August 29. 


Room assignments will be made in the order 
in which applications with remittances are re- 
ceived. 


Special buses will be provided to transport the 
students to and from the hospitals arranging the 
clinical demonstrations. A flat charge of $2.00 
will be collected from each student to cover this 
transportation service. 


ROUND TABLES AND PANEL 
DISCUSSIONS 


Dr. Malcolm T. MacEachern, Associate Direc- 
tor of the American College of Surgeons, will con- 
duct the evening round table conferences during 
the Institute. In these conferences, Dr. Mac- 
Eachern will enlist administrators of Chicago hos- 
pitals so the best possible information will be 
available on every subject which may come up for 
discussion. 
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Swedish Hospital Research and Statistical Bureau 


WILLIAM A. RILEY, A.I.A. 


Stevens, Curtin, and Mason, Architects, Boston 


has recently completed its long research work 


To Board of Health of Stockholm, Sweden, 
in conjunction with the building of a 1200-bed 


On April 26, 1937, the City Council voted to 
proceed with the working drawings of this hos- 
pital, accepting the preliminary plans as devel- 


) oped by the architect and director, Mr. Hjalmar 
_ Cederstroém. 


During this long period of research, there had 


- been collected a large amount of hospital data 


from all parts of the world. The director, wish- 
ing that the results of this research might be 
utilized for the buildings of other hospitals, pro- 


_ posed the forming of a Central Record and Re- 


search Office. 
In November, 1936, the Royal Board of Health 


| gave permission to establish this bureau perma- 


nently. Briefly this department is to file all new 
hospital data for future reference. All depart- 
ments of a large hospital are to be drawn accord- 


| ing toa simplified plan. Drawings are to be made 
_ to a definite size and not over three (3) in number 
_ for any particular room unit. 


The size of the 
sheets were made about 12” high, which is the 
standard international letter size. 


The system is further explained by referring to 
figure No. 1, which shows the details and plans 
for a typical ward or diet kitchen in a general 
hospital. The drawing shows the general arrange- 
ment of the room, with equipment. 


On this drawing is the projected elevations 
showing the floor heights and details. At the 
right of the plan there are four columns provided 
for the outline specifications for construction, 
heating, plumbing, electrical work, and furniture. 


' This shows at a glance the necessary requirements 


for a diet kitchen for patients in a medical or 
surgical department. 


In figure No. 2, the same diet kitchen is shown 
at a smaller scale in its proper relation to the 
other rooms of the medical floor. In figure No. 3, 
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the plan shows the ward kitchen room in relation 
to the whole hospital. 


Those interested in the dietary department of 
a large hospital, can study the latest arrangement 
and equipment required, with a minimum of ef- 
fort. This system is to be carried out for other 
departments such as x-ray therapeutics, operat- 
ing, laboratories, and so on. 


Mr. Cederstrém hopes that other countries will 
soon establish Central Record Offices. With the 
advancement being made in medicine and surgery, 
and with the resultant rapid changes in hospital 
planning and technique, it would be a decided ad- 
vantage to all those specializing in hospital work 
to have access to the files of these offices. All new 
and improved units could easily be reproduced 
according to the above arrangement. 


In Europe where the governments and states, 
as a rule, subsidize much of the newer hospital 
developments, it is quite easy to pay for the ex- 
pense of maintaining these offices as well as the 
small amount of drafting required. With the pri- 
vate hospital work in America, the local hospital 
publications, with their allied library bureau, 
might establish these offices for the use of their 
subscribers. A few of the hospital architects in 
this country might carry out in a small way, the 
exchanging of unit plans for new rooms, with 
other bureaus both in this country and in Europe. 


A recent request by the writer for data, and 
outline plans on laboratories, showed the lack of 
available information on this subject in America. 
The obtaining of this desired information re- 
solved itself in the usual visiting of various hos- 
pitals with the expense and time involved. This 
was also true during a recent year’s study of hos- 
pitals in Europe. 


What a decided advantage and benefit to hos- 
pital building committees, superintendents of 
hospitals, and hospital architects, to be able to 
correspond and exchange with these Central Rec- 
ord Offices for the more recent unit plans on any 
particular department of a hospital. Certainly 


the advantages as compared with the slight cost 
would be worth it. 
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The Voluntary Hospital and Public Welfare 


Administration 





CLAUDE WORRELL MUNGER, M.D., Director 
St. Luke’s Hospital, New York City 


A complete scheme of medical care by mod- 

ern standards is not to be realized unless 
proper hospital facilities exist and unless they are 
freely used. Hospitals are dependent upon proper 
financial support. Without it they can neither ad- 
ministratively or scientifically serve their impor- 
tant purpose. It is scarcely necessary to cite to 
a group such as this, any elaborate proofs of the 
indispensability of the good hospital to the medi- 
cal care of the rich and the poor alike. 


Ts hospital is the focal point in medical care. 


My personal reactions to the relations between 
hospitals and public officials, in their mutual ef- 
forts upon behalf of the indigent sick, are tem- 
pered, no doubt, because of a previous long con- 
nection with a program of medical and hospital 
care in a public welfare department. To qualify 
further as an unbiased witness, before and after 
this work with a tax-supported agency, I have 
dealt with the problems of non-profit voluntary 
hospitals, such as may be found in every sizable 
American community. These voluntary institu- 
tions have been the backbone of hospital devel- 
opment on this continent. 


Provision of Public Hospital Beds Insufficient to 
Meet the Needs of the Indigent 


For various reasons, many of our larger com- 
munities long ago made public hospital provision 
for public patients. Many town, city, and county 
hospitals have been built and supported by tax 
funds. In even the more progressive centers, 
however, we find the provision of public hospital 
beds insufficient to meet the needs of the indigent 
without the aid of voluntary hospitals. In smaller 
cities and in the essentially rural areas the public 
hospital is almost non-existent and the privately 
supported, voluntary, non-profit hospitals are the 
only resource for the care of the indigent patient. 


' Forty-four per cent of our population is in 


counties having no tax supported general hospital. 


Voluntary hospitals have been notoriously inde- 
pendent organizations and have often had definite 
mistrust of public officials and their methods. One 
does not hesitate to say that the suspicion has not 
always been unwarranted. One of the few bless- 
ings of the depression has been the significant im- 
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provement in the standards under which admin- 
istrators of public relief are being selected. The 
voluntary hospital through its own economic ne- 
cessity has been forced more and more to recog- 
nize and to deal with the agencies for public re- 
lief. The voluntary hospitals and the public 
agencies are now required to do cooperatively a 
large and complicated job. The total burden of 
relief may be lightening, somewhat, but too many 
millions of our citizens are on the economic 
ragged edge for us to hope, for years to come, that 
the aid of public funds will not be needed when 
the family in the lower income brackets requires 
hospitalization. To take a more hopeful view 
would be patently imprudent. This mutual prob- 
lem, therefore, is a living one; it cannot be shelved 
nor pooh-poohed away. The medically indigent 
will be with us for many years; now is the time 
for us to plan wisely for their proper care. 


Planning Wisely for the Care of the Indigent 


It is no longer possible for a municipality, as 
often happened in the past, simply to let the 
local hospital take care of legitimate public 
charges without recognition or without pay from 
the public treasury. The present dimensions of 
the problem are such as to make it impossible for 
the voluntary hospital to remain unpaid. More- 
over, the voluntary hospital has the right to ex- 
pect a fair rate of compensation for the care of 
public charges. This rate must, necessarily, have 
some definite relation to the legitimate costs of 
the services rendered. The voluntary hospital has 
a proper claim to a businesslike attitude by the 
public agency in the auditing and payment of bills. 
Like the merchant, the hospital has the right to 
require reasonable promptness in payment. Un- 
like the merchant, it is very difficult for the hos- 
pital to refuse to sell its commodity to the public 
agency, even if the latter does not pay promptly. 
The public agency should not be guilty of exploit- 
ing this fact. 


The Mutual Effort of the Voluntary and Public 
Hospital 


The hospital is justified in expecting that the 
public agency will operate with a.social viewpoint 
and that its workers’ decisions will be based upon 
social service principles. Within limits, the hos- 
pital should be assured support by the humani- 
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tarian attitude of the public agency in its dealings 
with patients who are, or are likely to become, 
public charges. The public agency should concede 
that the voluntary hospital, while privately con- 
trolled, is an indispensable quasi-public agency 
conducted for the public good and thus meriting 
the sympathetic consideration of the government. 
If it is indispensable for a community to have a 
hospital and if the paying patients can no longer 
support the hospital, public authorities are doing 
a service to all classes in the community if they 
shape their hospital expenditures in such a man- 
ner as to keep the voluntary hospital financially 
solvent, so that it may continue to serve the whole 
community. 


The Public Agency’s Side 


Let us now turn to the public agency’s side of 
this mutual effort. The public agency clearly has 
a right to require that the hospital accepting its 
patients shall provide them with proper medical 
and nursing care. There can be no argument but 
that any public agency, when convinced that a 
given hospital is not giving proper care, is fully 
justified in sending its patients elsewhere, regard- 
less of the effects upon the hospital. The public 
agency is forced to require that the hospital accept 
its patients at the lowest rate consistent with cost 
and, it has a right to satisfy itself that costs are 
based upon strictly economical administration. 
The public agency should not be expected to pay 
for luxuries, for non-essential services, or for ex- 
pensive activities having no direct relation to the 
proper care of the public patient. 


A Working Plan in the Interests of the 
Community 


In times past, the voluntary hospital has some- 
times been too rigid as to the types of patients 
which it would admit, especially in communities 
where a public hospital also existed. No one 
' should expect a voluntary hospital to accept pa- 
tients with medical conditions which it is clearly 
not prepared to treat. I believe, however, that 
within the limits of their declared functions, vol- 
untary hospitals should be prepared to admit pa- 
tients regardless of race, color, diagnosis, or 
prognosis. A working plan which is fair to both 
sides should be established between the voluntary 
and the public hospitals where they co-exist. 
Through the group, the community is served in 
the best possible manner. 


Many hospitals complain bitterly of the long 
delays in payment of bills by governmental 
agencies. These delays often run into months or 
even years. It is true that some of our municipali- 
ties have had insufficient funds to pay their bills 
promptly. If the public agency itself is the cause 
of any such long delay, the hospital has a legiti- 
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mate complaint. Some hospitals complain that 
inexperienced investigators for the public agencies 


cause loss of time and money; on the other hand, | 


public agencies found some hospitals devoid of 
any real understanding of social service work or 
financial eligibility. standards. Some _ public 
agencies go out of their way to take advantage of 


any technicality which will enable them to refuse | 


payment. Some hospitals are said to be none too 
scrupulous in reporting facts of residence and set- 
tlement, when these facts might tend to prove 
that the public agency was not responsible. 


Reimbursement for Care of Indigent on a 
Reasonable Cost Basis 

It must be conceded that voluntary hospitals 
should be reimbursed at cost for the care of pub- 
lic patients. It is to be deplored that in many 
instances they are not receiving reimbursement. 
at that rate. I should voice an urgent appeal to 
have reimbursement established at the rate of 
reasonable cost, if at all possible; where impos- 
sible, the rates paid should be determined in re- 
lation to costs and, as soon as possible, advanced 
to equal those costs. This is no mere plea for the 
voluntary hospitals per se. The load of their pub- 
lic work is such that, unless cost figures are at- 
tained or closely approached, we face a stark 
calamity, viz., the breaking down of standards 
of work in the hospitals which serve not only the 
indigent, but also the general population. Such 


a blow to the public health and welfare must not 


be risked. Private citizens who believe in good 
hospitalization are being urged to give all they 
can spare, privately; it is up to government to 
carry its part of the load for the salvation of all 
of us. 


The use of tax funds to pay for medically in- 


digent persons is already widespread. Miss Nelle 


Williams, in her report to the American Public 
Welfare Association of field studies in rural com- 


munities in eight states, reveals that considerable ; 


progress has been made. She cites a problem 


greatly in need of solution, the one of determina- 4 


tion of fair rates to be paid. The field of public 


welfare, in the mere recognition of the need to | 


pay for such care in voluntary hospitals, has done 
a major service. 


It is my firm belief that, beset though they are 
with the many problems of relief, the leaders in 
the field of public welfare must see clearly the 
importance of providing proper hospitalization for 
their clients and of paying enough for the service 
to insure its quality. No program of medical care 
can be complete without adequate financial sup- 
port of the voluntary, non-profit institutions 
which, in every community, stand ready to serve 
public welfare clients, both humanely and effi- 
ciently. 
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Progressive Standards for Hospitals 


F. G. CARTER, M.D., Superintendent 
Christ Hospital, Cincinnati, Ohio 


those things which are established by duly 

constituted authorities as fixed rules or 
measures. We think of them as media in terms 
of which we appraise values of comparable things. 
Thus there may be standards of weight, size, or 
time; standards of quality in reference to goods; 
standards of production and consumption; stand- 
ards of fitness in the case of men and women who 
have duties to perform which require training, 
skill, knowledge, and judgment, the lack of which 
might cause great public or private harm. They 
may be fixed by law, by custom or tradition, by 
administrative regulation, by voluntary submis- 
sion on the part of members of an organization 
or by public opinion. We recognize in all of these 
the force of duly constituted authority, even 
though that authority is legal in only the one in- 
stance and extra-legal in the others mentioned. 


O iiss things we think of standards as 


Standards Must Be Attainable 


To be of value standards must be attainable. 
They must be easily recognized and tested in or- 
der to simplify the process of inspection through 
which they are made effective. Those responsible 
for inspection compare the unknown with the pat- 
terns which have been accepted as standards and 
thus reach conclusions as to conformity or non- 
conformity. They must aim to preserve what is 
good in what we have and improve what we pre- 
serve, thus assuring progress within each stand- 
ard. They must be added to as indications arise, 
thus assuring progress in a general as wel! as a 
specific sense. 


» There are those who decry standardization in 
> any and all forms, saying that it leads to regimen- 
: tation and stifling of individual initiative. If our 
> concept of standardization encompasses only such 
standards as are fixed and unchangeable and not 
capable of restatement or revision or expansion 
> from time to time to keep them abreast of a 
> changing world, then we must agree with those 


>» who would have none of it. On the other hand 


: if we look upon standardization as -purposeful, 
i anticipatory thinking, as a process of establish- 
: ing in our imaginations pictures of what we would 
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like some day to do, or be, or have, then we must 
join the ranks of those who believe in and sup- 
port standardization. Standardization, after all, 
means only intelligent planning, the setting up of 
goals to work toward, the organization of our ac- 
tivities around a purpose. 


To say that a hospital is good or bad implies a 
comparison with another hospital or other hos- 
pitals, or with a standard after which good hos- 
pitals are patterned. There was a time, and that 
not so long ago, when a hospital was anything 
that the proprietor or proprietors wanted it to be. 
Unfortunately many were more interested in the 
profitableness of the venture or even the hope- 
lessness of its purpose than they were in the ex- 
cellence of its service to the sick and injured. The 
fact that human lives were at stake was not al- 
ways given the consideration which it deserved. 
That which was found was accepted and over and 
above this there was little effort to create some- 
thing better, something that would more perfectly 
minister to human needs. Some method of im- 
proving these institutions was urgently needed. 


Hospital Standardization Movement 


In the latter part of the nineteenth century 
things really began to happen. A rapid succes- 
sion of imaginative, studious, and courageous peo- 
ple appeared on the scene for no particular reason 
except that events sometimes occur in that fash- 
ion. New knowledge, new applications of old 
knowledge, educational reform, organizing genius, 
standardization of methods and equipment, reju- 
venated conscience—all of these things, and many 
others, figuratively telescoped each other in a mad 
rush for recognition. The impact upon hospitals 
was revolutionary in its effects. A movement 
which sought to harness all of the better, applica- 
ble elements of this renaissance period and put 
them to work for the betterment of hospitals was 
an almost inevitable sequence. Out of this grew 
what has come to be known as the Hospital Stand- 
ardization movement. 


The founders of this movement carefully drew 
from the experience of the past and from the 
abundance of newer ideas, the things which they 
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thought were essential to the proper care of pa- 
tients. They then incorporated them into a code 
which provided that each hospital subscribing to 
the code have an organized, competent, and ethical 
medical staff; that fee splitting be barred; that 
accurate and complete clinical records of all pa- 
tients treated be kept; and that adequate diag- 
nostic and therapeutic facilities, including a clini- 
cal laboratory and an x-ray department, be pro- 
vided. These requirements were considered a 
minimum without which no hospital could satis- 
factorily care for patients. The response of hos- 
pitals, and their efforts to meet this minimum 
standard which had been set up as a goal for them 
to strive for, surprised even the most enthusiastic 
advocates of the minimum standard. 


Adherence to Hospital Standards Is Voluntary 


It should be remembered that there is no law 
compelling hospitals to recognize or comply with 
this standard. Its acceptance and adherence to 
it is purely voluntary. There is behind it, how- 
ever, an authority which is perhaps even more 
compelling than law and that is public opinion. 
The public is coming to know the meaning of the 
minimum standard. It has a right to and does 
demand that the hospitals which it supports and 
patronizes shall be the best that human ingenuity, 
within the limits prescribed by current knowl- 
edge, can devise. It has come to recognize in the 
minimum standard a force for the betterment of 
hospitals and so it demands that the provisions 
of this code be met. Thus in addition to the 
altruism and conscience of hospital people them- 
selves there is this driving force of public opinion 
constantly urging the improvement of hospitals 
and sometimes overrunning its vehicle in its en- 
thusiasm. 


Development of Standards in Professional and 
Sub-Professional Groups 


If we may judge from the rapidity with which 
hospitals accepted the minimum standard and 
from the improvements which followed the ap- 
plication of its principles, we may conclude that 
it represented a great step forward in our hos- 
pital thinking. From this beginning we have 
gone on to develop standards for many of our ac- 
tivities in the professional and sub-professional 
groups. Thus at the moment we hear much of 
specialization, and specialty boards in the various 
fields of medical practice. Standards of compe- 
tence for men working in these fields are being 
worked out. We have national associations, of 
nurses, record librarians, physiotherapists, hospi- 
tal social service workers, dietitians, laboratory 
technicians, anesthetists, occupational therapists, 
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and others. All of these organizations are setting © 
up progressive standards for their respective © 
functions in the hospital. Their members are lift- q 
ing themselves by their own bootstraps into posi- | 
tions where they will be better able to do the — 


things that we assign to them. They realize that ~ 


the minimum standard is not enough, that it never 
was intended to be anything more than a begin- © 
ning. We must go on to supplement and augment 4 


it on all fronts if we hope to make hospitals mean | 


what we want them to mean to those who are in 
need of the type of help which they have to offer. 


Professional Service Supported by Highly 
Developed Non-Professional Services 


In our discussions today we are considering ~ 
professional service standards but I would have | 
you bear in mind that professional services alone | 
do not make a hospital. The best professional | 
staff obtainable is handicapped if its efforts are | 
not supported by highly developed non-profes- | 
sional services and one wonders whether or not | 
this side of hospital work has been neglected. 
Certainly there has been a great disparity of em- | 
phasis between the two, even granting that the 
one does overshadow the other in the importance 
of its immediate tasks. Our progress can not be 
uniform and satisfying if it is not all inclusive 
in its scope. 


Role of the College of Hospital Administrators 


How can we as hospital administrators hope 
to develop the institutions of which we are the 
leaders as long as we demand higher standards 
of our subordinates than we prescribe for our- 
selves? In all fairness, we must admit that we 
are failing hopelessly when we allow ourselves to 
drift aimlessly while our crews for the most part 
are striving valiantly to improve their perform- 
ance. The American College of Hospital Admin- 
istrators is trying to correct this condition 
through prescribing standards of education, train- 
ing, technique, and purpose for those who are in 
charge of hospitals. Progress is slow but the long 
pull possibilities are undeniable. The mission of 
this organization in the hospital field gives prom- 
ise of being more important than any single in- 
fluence at work today. 


Well-trained administrators will or should see 7 
the importance of balance and coordination in | 
our institutions. They will see the necessity of 


doing for all departments what the minimum | 


standard has initiated in our professional divi- ~ 


sions. We may bolster our medical divisions, our i 
nursing departments, our record departments, our | 
x-ray divisions, our laboratories, our social serv- 7 


ice, our dietary groups through the development © 
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of standards of education and performance, but 
the cart is before the horse when we neglect the 
alleged leaders in our institutions, the adminis- 
trators, themselves. Where are their standards? 
What efforts are being made to keep them at the 
head of the procession where they belong? These 
are the questions in which the College is inter- 
ested. These are the questions which hospital 
administrators must constantly keep uppermost 
in their minds and foremost in their delibera- 
tions. 


Problems of Personnel Management 


We are only now fully awakening to the impor- 
tance of giving thought to the problems repre- 
sented by personnel management. Many of us 
are still hiring raw recruits as orderlies and then 
asking them to do things which are as important 
as some of the tasks performed by graduate 
nurses and interns without first giving them ade- 
quate instruction. Proper standards of training 
for our subsidiary workers will pay real dividends 
in the final analysis. Do we hire people to fill dis- 
tinct needs in our hospitals and are those needs 
clearly defined through proper job specifications? 
Industry today understands the importance of 
such precautions. Are we not just a little short- 
sighted when we spend from three to five years 
in training one group of employees to do their 
work properly and then utterly neglect the train- 
ing of other groups? We make little effort to 
arrive at sound conclusions upon which we may 
base salary schedules. Certainly there are broad 
principles which may be used in determining what 
constitutes adequate and fair compensation for 
given tasks. We do not seem to capitalize our 
experience as we should in dealing with personnel 
problems. There must be a vast field here for the 
development of standards. 


More and more in our hospital meetings prob- 
lems in housekeeping, engineering, laundering, 
etc., are being discussed and heads of these de- 
partments are gradually beginning to participate. 
Out of these, standards of competence and stand- 
ards of efficiency may develop. They are essen- 
tial in any program of well-rounded progress. 


Other Hospital Standards 


Up to this time it would seem that our work 
with standards has had to do with the building 
up of fundamental purpose and policies. We 
have tried, and are still trying, to formulate ideas 
as to what we want and what we should have to 
enable us to give good care to patients. Our next 
step must be in the direction of further developing 
standards which will tell us whether or not we 
are getting what we want and what we think we 
need. Thus the minimum standard calling for 
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competent, ethical physicians is valueless unless 
we develop ways and means, other than hearsay, 
of ascertaining whether or not these men are ac- 
tually competent and ethical in practice. Mortal- 
ity and morbidity studies and the medical audit 
are steps in this direction. Similarly in our engi- 
neering departments after studying our needs, 
formulating general standards, and prescribing 
the type of individual necessary to produce the 
performance which will meet these needs, we 
ought to be able to set up certain indices which 
will tell us what is going on, so we may be able 
to judge engineering efficiency with respect to the 
attainment of our purposes. In the production 
end of our power plants, for example, we might 
be interested in knowing how much steam is pro- 
duced per pound of coal burned, the cost of pro- 
ducing a thousand pounds of steam, etc. On the 
consumption end we ought to be able to develop 
indices telling whether or not we are wasteful of 
the product produced. Similarly in our laundries 
we might interest ourselves in some such figures 
as the production per employee hour, the cost of 
laundering a pound of linen, the per capita con- 
sumption of linen, etc. In purchasing, the cost 
of spending a dollar, might be interesting. Per 
capita raw food costs are beginning to mean some- 
thing to us, but per capita food waste has not 
been given as much consideration as it deserves. 
Perhaps efforts to develop standards of produc- 
tion and consumption for each department, along 
the lines indicated, might give us yardsticks that 
would be more useful than the ones we now em- 
ploy. They might enable us to put our fingers on 
our weak spots more readily and more certainly 
than we now are able to do. 


Conclusion 


I have tried to point out that the building of 
standards is nothing more nor less than a process 
of planning intelligently, of setting up goals to 
work toward, of organizing our activities around 


a purpose. The minimum standard as devel- 
oped by the American College of Surgeons has 
been used as an example of what can be ac- 
complished through the proper use of standards. 
Attention is called to the dangers inherent in de- 
veloping one phase of the service while neglect- 
ing the others. The need for the development of 
standards of performance as well as standards 
of policy is stressed. In practice, if not in name, 
the use of standards is as old as man and we are 
not blazing a trail by any means when we turn our 
attention to the elaboration of practices which 
make for greater efficiency in our institutions. In 
the use of standards, as in most other things of 
life, if we are not progressing we are not stand- 
ing still. we are going backward. 
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industry is planned for the mutual benefit of 

the employee and the employer. In a sana- 
torium or hospital a third group is added, namely, 
the patient group, for whose benefit the institu- 
tion is organized. 


Tina USUAL health service for employees in 


In order to afford protection to all three groups, 
a planned health service for employees should in- 
clude: 


1 The detection of infectious diseases, both 
acute and chronic, which may exist at the be- 
ginning of employment or may develop thereafter. 
In the latter instance, they should be detected as 
early as possible. 


2 The detection of defects which constitute 
too great an industrial risk for the sanatorium to 
assume. These should be detected at the begin- 
ning of employment or as soon as possible after 
they develop. 


3 The maintenance of the health of the em- 
ployees (a) so their time off duty due to illness 
may be reduced to a minimum, and (b) so their 
health is not permanently damaged as a result of 
their occupation. This latter point is important 
because there is a certain hazard inherent in the 
care of the sick and especially in the care of an 
infectious disease like tuberculosis. I believe this 
hazard should be fully recognized by the employee 
before he begins that occupation and that he has 
a right to expect that the employer will take all 
reasonable precautions to reduce this hazard 
to a minimum. 


In planning a health service for its employees, 
industry must consider the State laws which bear 
on the health -of the employee. In Minnesota, 
there are three laws which must be considered: 


1 The Workmen’s Compensation Laws. These 
cover accidents which occur in line of duty and 
certain occupational diseases but do not include 
tuberculosis. 


2 The Safety Laws. These relate to measures 
taken by the employer to reduce to a reasonable 
minimum the dangers of contracting any particu- 
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lar disease as a result of employment. Under this 
provision are included general measures of clean- 
liness, ventilation, and the steps taken by a sana- 
torium to protect its employees against unneces- 
sary risks as a result of their occupation. 


3 The Common Law. This concerns itself 
with whether the employee was aware of the risk 
he ran and whether the employer was reasonably 
concerned about the welfare of the employee. In 
that connection, frequent x-ray examination 
would be interpreted as valuable evidence that 
the sanatorium was concerned about the welfare 
of the employee and that the employee was well 
aware of the risk inherent in his occupation. 


Glen Lake Sanatorium’s planned health service 
for employees centers about a rather complete 
examination at the beginning of employment with 
periodic checkups, the frequency of which depend 
upon the nature of the employment and the con- 
ditions found at the initial examination, plus rea- 
sonable measures to reduce to a minimum the 
hazard inherent in caring for tuberculous patients. 


Medical Examination © 


Since 1927 all new employees have been hired 
with the understanding that before employment 
can be considered permanent, they must pass a 
complete examination. The day a new employee 
is hired the departmental head sends the Form 1 
to the medical office where it is filed, a chest x-ray 
is ordered immediately and a complete medical 
examination is scheduled for a week later, thus 
avoiding time-consuming procedures on tem- 
porary employees. 


However, at this time each new employee re- 
ceives a general inspection to rule out any diseases [ 
which might interfere with his occupation or | 
make him dangerous for patients or other em- | 
ployees. Gross defects which might make it in- 
advisable to hire him can be discovered at this 
time. 


The State Board of Health requires that meat i 
and milk handlers be given a special examination [7 
pertaining to certain communicable diseases. 
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Table I 


Total Employees 

Exclude: 
No Medical Report 
General Inspection Only 
Ex-patients 
Patient-Employees 


For Study 


In the blank used in the initial medical exam- 
ination considerable space is devoted to data con- 
cerning the employee’s civil status, parents, etc. 
We consider this necessary because we have had 
some instances of sudden death or severe illnesses 
among our employees in which the data were not 
available. Such an experience is unpleasant, to 
say the least. 


The personal history and physical examination 
portions of the record are brief but they have 
been prepared to give positive evidence of past 
events rather than a great deal of negative evi- 
dence. Considerable space is devoted to tuber- 
culin records. The Mantoux testing of all em- 
ployees was begun in 1930 and since 1932 all of 
the negative reactors have been retested every six 
months. When a positive reaction is obtained no 
further tuberculin tests are made. As many of 
the employees studied for this report had worked 
in the sanatorium for many years before the 
tuberculin tests were started, it will be impossible 
to analyze what happened to them on the basis of 
their tuberculin reaction at the time they began 
their work. 


Nose and throat cultures, Widals, Wassermanns, 
and urine examinations are made at the time of 
the general examination and other laboratory 
procedures are ordered when indicated. A sepa- 
rate sheet is used for the x-ray report. In 1921, 
we began the policy of taking chest x-rays of 
our employees at the beginning of employment 
and repeating them at regular intervals there- 
after. 


In this report, we have considered what has 


happened to all the employees on the payroll Jan- 
uary 1, 1935, together with those who were em- 
ployed during the year, from the beginning of 
employment until July 1, 1936. Thus, the term of 
employment ranged from about six months to 
almost twenty years. No student nurses are in- 
cluded as they are not on the payroll. 


According to Table I, there are 636 employees 
in this study, but 144 were excluded either be- 
cause of inadequate records or because they were 
here only temporarily and therefore only had a 
general inspection; or because they were ex- 
patients. The term “ex-patients” includes a 
group known as patient-employees. They have 
completed the usual course of sanatorium treat- 
ment but further observation seems advisable. 
They receive a small salary for part time work in 
addition to their maintenance and whatever medi- 
cal attention is necessary. This leaves 492 for 
further study. 


What was found in these 492 employees as a 
result of chest x-ray examination is shown on 
Table II. Of this number, 91 (18.5 per cent) had 
evidence of some type of tuberculosis on the initial 
x-ray. The process was considered clinically in- 


active in 86 (94.5 per cent) of them but in 2 (2.3 


per cent) it became clinically active subsequently. 
In 5 (5.5 per cent) of the 91 the process was con- 


sidered clinically active at the time of the first 
x-ray, and one (20 per cent) of the 5 subsequently 
died. 


In 401 (81.5 per cent) of the group studied, no 
tuberculosis was discovered on the initial x-ray. 
Of this group, 22 (5.4 per cent) subsequently 
developed x-ray evidence of some type of tubercu- 
losis. It was considered to be clinically inactive 
in 14 (63.6 per cent) of them and clinically active 
in 8 (36.4 per cent). This latter group is 1.9 
per cent of the 401. 


The type of tuberculosis discovered on the 
initial x-ray as well as that which developed 
subsequently is shown on Table III. Of the 91 
with evidence of tuberculosis on the initial x-ray, 
39 (43 per cent) had the adult type of tubercu- 


Table II 
X-RAY STUDY—492 EMPLOYEES 


Evidence of some type of tuberculosis on the initial x-ray 


(a) Clinically inactive 
Subsequently became clinically active 
(b) Clinically active 


No evidence of tuberculosis on the initial x-ray 


91 (18.5%) 


401 (81.5%) 


Subsequently developed x-ray evidence of some type of tuberculosis 22 (5.48%) 


(a) Clinically inactive 
(b) Clinically active 
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14 (63.6%) 
8 (36.4%) or 1.99% of 401 





Table III 
X-RAY FINDINGS IN 492 EMPLOYEES 


A B 


Pleural 
Tuberculosis Changes 


Clinical Activity Adult 


No. Pct. No. 





89 7.98 10 


34 87.2 
5 12.8 


Absent 
Present 





Adult Tuberculosis— 
Absent 
Present 


Pleural Changes— 
Absent 
Present 


Childhood Tuberculosis— 
Absent 
Present 


Total— 
Absent 
Present 


Deaths— 
Present 


losis. This is 7.9 per cent of the entire group. 
The process was considered to be clinically in- 
active in 34 (87.2 per cent) of them and in 2 
(5.13 per cent) of the 34 it became clinically 
active subsequently. The adult tuberculosis dis- 
covered on the initial x-ray was considered active 
in 5 (12.8 per cent) of them and one (20 per cent) 
of the 5 subsequently died. It is interesting to 
note that none with evidence of pleural changes or 
childhood tuberculosis on the initial x-ray subse- 
quently developed any further trouble. 


Of the 401 whose original x-ray was considered 
negative for tuberculosis, 9 (2.24 per cent) subse- 
quently developed clinically inactive adult tuber- 
culosis and 7 (1.7 per cent) clinically active adult 
tuberculosis; one (0.24 per cent) developed 
pleural changes which were considered to be 
clinically inactive; one (0.24 per cent) developed 
pleural changes with clinical activity; and 4 (0.99 
per cent) developed clinically inactive childhood 
tuberculosis. 


A comparison of the incidence of adult tuber- 
culosis discovered on the initial x-ray with that 
which developed subsequently is made by compar- 
ing column “A” with column “F.” According to 
this comparison, adult tuberculosis was discov- 
ered on the initial x-ray in 39 employees while it 
developed subsequently in only 16 employees. 
According to column “D,” 91 of the employees 
showed evidence of some type of tuberculosis on 


34 


Initial X-ray 
2.03 42 


10 100.0 


Subsequent X-ray 


C D E F 
Childhood TotalA, Negative Total B, 
Tuberculosis B, and C Chest C, and D 


No. Pct. No. Pct. No. Pct. No. Pet. 





8.54 91 185 401 81.5 453 92 


42 100.0 . 86 94.5 
ve oe 
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the initial x-ray but according to “Total,” column F 
“KE,” only 22 subsequently developed evidence of 
some type of tuberculosis. 


The results of the complete examinations are | 
collected and sorted in the Medical Office. If the 


examination reveals a serious defect as for exam- 
ple, a marked hypertension, the prospective 
employee is not hired permanently. Also the in- | 
surance company which carries our compensation 
insurance advises us not to hire people who have | 
a hernia. Therefore, we insist that the prospec-: | 
tive employees have hernias taken care of to the 
satisfaction of the medical staff before they can 
be hired permanently. Individuals with minor 
defects may be hired permanently and then ad- 
vised to consult their family physician concerning 
them. 


Evidence of past tuberculosis is not a contra- 
indication to sanatorium employment provided 
the tuberculosis appears to be well controlled. 
However, in the selection of employees for work 


’ in the children’s building, the laundry, or as food 


handlers, every effort is made to be sure that the 
tuberculosis is minimal in extent and has been 
inactive for a long time. 


Emergency Care 


After the individual has been employed our 
medical service consists of emergency care and 
periodic checkups. 
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Because our employees are earning a salary we 
believe they should be cared for by a private 
physician whenever possible. Therefore, only 
emergency care is provided by the sanatorium 
staff. Exceptions: Certain low paid employees 
whose financial condition warrants free care, 
tuberculosis, acute illnesses, and certain minor 
conditions which require only a few minutes of 
treatment. With this thought in view, a physician 
is assigned to employee sick call duty each morn- 
ing and employees with acute diseases are sent to 
him at that time. Departmental heads are urged 
to be particularly careful that no employee with 
a sore throat, rhinitis, skin lesion, or evidence of 
contagious diseases be allowed to remain on duty. 
Injuries and diseases occurring within the scope 
of the Workmen’s Compensation Act represent a 
direct responsibility of the institution and are 
taken care of by the medical staff promptly. 


Non-tuberculous conditions are referred to the 
employee’s private physician for treatment. We 
attempt to cooperate with him whenever possible 
and in the case of old employees we carry out 
the physician’s recommendations such as a special 
diet for peptic ulcers, diabetes, etc. However, 
care is used not to employ individuals who will 
need a great deal of medical attention in order 
to keep them on the job. A hospital is not a relief 
agency and the taxpayers of the community have 
a right to, and do, expect the hospital authorities 
will have the work of the hospital done as 
economically and efficiently as possible. This can- 
not be done if the sanatorium employs a large 
number of individuals requiring a great deal of 
free medical care. 


Periodic Checkups 


Aside from an annual blood pressure on em- 
ployees, fifty years of age or over, and an annual 
urinalysis on all employees, periodic checkups cen- 
ter about the prevention, diagnosis, and treatment 
of tuberculosis. In the discussion which follows 
the diagnosis and treatment of tuberculosis will 
be considered first and prevention last. 


Diagnosis 


The tuberculin skin test. All negative Mantoux 
employees are rechecked every six months. 


Periodic Chest X-rays 


The employees are classified in three groups 
depending upon the type of work done. 


Group I—those in intimate contact with pa- 
tients. This includes nurses, physicians, order- 
lies, occupational therapists, librarians, dentists, 
and dental hygienists, pathologists, and labora- 


_ tory technicians, sorters of unwashed clothes in 


the laundry, employees in the patients’ serving 
and dining rooms, dishwashers and scrapers, 
sputum cup orderlies, teachers of adult patients, 
and the financial investigator. This group com- 
prises about 50 per cent of the employees. 


Group II—those in semi-intimate contact with 
patients. This includes the social workers, x-ray 
technicians, employees in the patients’ cooperative 
store, and sewage disposal men. This group com- 
prises about 5 per cent of the employees. 


Group III—those whose contact with patients 
is remote. This includes employees in the power 
plant, those caring for the grounds and maintain- 
ing the buildings and equipment, those in the 
kitchens, bakeries, storerooms, offices, dining 
rooms other than the patients’ dining room, in 
the pharmacy, in the children’s building educa- 
tional department, the maids in the employees’ 
quarters, janitors, and all dJaundry employees ex- 
cept those who sort the clothes before they are 
washed. This group comprises about 45 per cent 
of the employees. 


Those in the intimate contact group receive a 
chest x-ray every three months, those in the semi- 
intimate group every six months and those in the 
remote contact group receive a chest x-ray an- 
nually. Of course, when anything is found in the 
chest x-ray the case is reviewed very carefully 
including a physical examination and _ special 
laboratory studies in an effort to permit no tuber- 


Table IV 
X-RAY TUBERCULOSIS DEVELOPING IN VARIOUS CONTACT GROUPS 


Intimate 
No. Pet. 


Remote Total 
Pet. No. Pet. 


Semi-Intimate. 
No. Pct. No. 


ee ee ere 247 50.20 20 4.06 225 

Evidence of some type of tuberculosis 
on the initial x-ray 

No evidence of tuberculosis on initial 


45.73 492 100 


19.84 2 10 40 17.78 91 18.50 


80.16 18 90 82.22 81.50 
Subsequently developed x-ray evi- 


dence of tuberculosis 1.63 


1.63 


5.48 


3.49 
1.99 


8.58 


4.54 
4.04 


(a) Clinically inactive 
(b) Clinically inactive 
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Table V 


TYPE OF OCCUPATION IN NEGATIVE CHEST GROUP IN WHICH TUBERCULOSIS 
DEVELOPED 


INTIMATE 
Total Clinically 
Em- Active 
ployees No. Pct. No. 
Intimate Contact 

Occupational Therapists. . 0 
4.19 8 
4.76 .. 

50.0 


Orderlies 
Pathologists 
All Others 


Semi-Intimate Contact ... 
X-ray Technicians 

Social Service Workers... 
All Others 


Remote Contact 

Yard Crews, Power Plant, 
etc. 

Household 

All Others 


culous lesion which needs treatment to go un- 
treated and to avoid unnecessary hospitalization 
of anyone because we have found that many of 
these x-ray lesions are insignificant, cause no 
symptoms, and do not inconvenience the employee 
in the least, and therefore should not interfere 
with his occupation. 


The tuberculosis which was discovered by x-ray 
in the various contact groups of the 492 employees 
studied for this report is shown on Table IV. The 
upper part of this table deals with the total em- 
ployees in the various groups and subtracts from 
them those with evidence of some types of tuber- 
culosis on the initial x-ray, leaving a group in 
whom no tuberculosis was found at that time for 
further study. 


Intimate contact group: Some type of tuber- 
culosis was discovered on subsequent x-ray films 
in 17 (8.58 per cent) of the 198 employees in this 
group. In 9 (4.5 per cent) of them the process 
was considered to be clinically inactive. In 8 
(4.04 per cent) of them the process was con- 
sidered to be clinically active. 


Of the 18 employees in the semi-intimate group, 
2 (11.11 per cent) subsequently showed some type 
of tuberculosis on the x-ray films. This was con- 
sidered to be clinically inactive in both. 


In 3 (1.6 per cent) of the 185 employees in the 
remote contact group, some type of tuberculosis 
was discovered by x-ray films. This was consid- 
ered to be clinically inactive in all three. 
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—SEMI-INTIMATE— REMOTE 


Clinically Clinically Clinically Clinically Clinically 
Inactive 
Pet. 


Inactive 
No. Pct. 


Active 
No. Pet. 


Inactive 
No. Pet. 


Active 
No. Pct. 


1 33.3 
5.6 


Combining these three groups into one, we find | 
that in 22 (5.48 per cent) of the 401 some type 
of tuberculosis was discovered on subsequent 
x-ray films. It was considered to be clinically in- 
active in 14 (3.49 per cent) of the 401 and clini- 
cally active in 8 (1.99 per cent). 4 


The fact that the intimate contact group is the : 
only group in which clinically active tuberculosis | 


developed indicates that the group is broad 7 
enough to include those with the greatest ex- 7 
posure. Whether or not it is too general and any 
sub-groups should be transferred from it to the 
semi-intimate or remote contact groups is a mat- | 
ter for further study. : 


The type of occupation in which tuberculosis 
developed is shown in Table V. Of the 8 cases of Ff 


tuberculosis who were considered clinically active 4 


in the intimate contact group, 6 occurred among | 
the nurses and 1 occurred among the orderlies 
and 1 among the pathologists. In the 9 inf 


whom the tuberculosis was considered to be — 


clinically inactive, 1 occurred among the occu- 
pational therapists and 8 among the nurses. 
Thus, 14 of the 17 cases occurred among the 7 
nurses. This is 9.8 per cent of the nurses in the | 
group. 


This study has brought out a very interesting F 
fact, namely, that none of the physicians whose [7 
initial chest x-ray was negative and who have | 
cared for patients have subsequently developed [ 
x-ray evidence of any type of tuberculosis. Yet 7 
all of this group were tuberculin positive at the fF 
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beginning of employment A practical answer to 
a much discussed problem. 


In the semi-intimate contact group, one case of 
inactive tuberculosis developed among the x-ray 
technicians and one among the social workers. 
These groups are too small to have any statistical 
significance. 


In the remote contact group, 2 cases of inactive 
tuberculosis developed among the yard crew and 
power plant employees, people who have no con- 
tact whatsoever with our patients. This group is 
also too small to have any statistical significance. 
One case developed among the household em- 
ployees. In my opinion, this group is large enough 
to have some statistical significance. 


The interval of time between employment and 
the discovery of the lesion on the x-ray film is 
shown on Table VI. It is interesting that of the 
14 cases in whom the process was considered to 
be clinically inactive, 4 were discovered in less 
than one year from the beginning of employment 
and 3 within one to two years. Thus one-half of 
the cases were discovered within two years after 
tie beginning of employment. Of the 8 cases in 
whom the process was considered to be clinically 
active, 4 were discovered in less than one year 
from the beginning of employment, and 2 be- 
tween one and two years. Thus, 6 of the 8 cases 
in whom the process was considered to be clini- 
cally active were discovered within two years 
after beginning of employment. In considering 
the 22 cases, we find that 13 of them were dis- 
covered within two years after beginning work 
at the Sanatorium. 


I wish I could report that none of our em- 
ployees developed tuberculosis but we know that a 
certain percentage of infected individuals will 
develop tuberculosis irrespective of whether or 
not they work in a sanatorium. 


For instance, as shown in Table VII, out of 
1,057 student nurses who had an x-ray of their 
chest prior to their affiliation at Glen Lake Sana- 
torium and who were followed for a period of 
one to fourteen years, 179 (16.9 per cent) had 
evidence of some type of tuberculosis on the 
initial x-ray. In 145 (81.1 per cent) of this group, 


the process was considered to be clinically in- 
active. Subsequently, this became clinically active 
in 9 (6.2 per cent) of them, and one (11.1 per 
cent) of the 9 died. The process discovered on 
the original x-ray was considered clinically active 
in 34 (18.9 per cent) and 2 (5.8 per cent) of this 
group died. 


No evidence of tuberculosis was seen on the 
initial x-ray in 878 (83.1 per cent) of the group. 
Subsequently, 45 (5.1 per cent) of them developed 
x-ray evidence of some type of tuberculosis. The 
process discovered was considered to be clinically 
inactive in 26 (57.5 per cent) of the group or 3 
per cent of the 878. The process was considered 
to be clinically inactive in 19 (42.5 per cent) of 
this sub-group or 2.1 per cent of the 878. 


Thus, during a one to fourteen year period only 
one-quarter as many nurses developed x-ray evi- 
dence of some type of tuberculosis subsequent to 
their affiliation at Glen Lake Sanatorium as had 
x-ray evidence of tuberculosis just prior to their 
affiliation. In spite of this low hazard as com- 
pared with the apparent hazard prior to the 
affiliation, we believe that every effort should be 
made to discover whatever tuberculosis may de- 
velop as early as possible. We are convinced that 
x-ray films repeated every three months will dis- 
cover such tuberculosis before it has developed 
very far with all that that may mean for an early 
recovery. 


Treatment 


Of course, when an employee develops tuber- 
culosis he is taken care of; just how this is done 
depends upon his occupation and the extent and 
character of the lesion. In certain instances, 
where the lesion is small and the occupation is 
light, the individual is allowed to continue his 
work under close medical supervision which in- 
cludes monthly x-ray films. In other instances, he 
is put to bed and receives vigorous treatment for 
his tuberculosis. 


When an employee who has been hospitalized 
because of tuberculosis recovers and is ready for 
work we attempt to place him in a type of occu- 
pation suited to his physical capability if that has 


Table VI 
TIME BETWEEN EMPLOYMENT AND FIRST X-RAY SHOWING TBC 


Less than 


1 Year 


No Clinical Activity 
Clinical Activity 


2 23 3-4 5-6 6 
Years 


Years Years Years Total 
1 3 14 
1 8 


Years 
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Table VII 


PULMONARY TUBERCULOSIS DISCOVERED BY X-RAY AMONG 1,057 STUDENT NURSES 
1921-1934, Inclusive 


1 Evidence of some type of tuberculosis on the initial x-ray 


(a) Clinically inactive 
Subsequently became clinically active 


(b) Clinically active 
Deaths 


2 No evidence of tuberculosis on the initial x-ray 


Subsequently developed x-ray evidence of some type of tuberculosis. 45 ( 5.1%) 
26 (57.5%) or 3% of 878 


19 (42.5%) or 2.1% of 878 
1 ( 5.2%) 


(a) Clinically inactive 
(b) Clinically active 
Deaths 


been modified by his tuberculous lesion. The posi- 
tions filled by ex-patients including patient- 
employees are: nurses 12, physicians 7, clerks 21, 
occupational therapists 9, information clerks and 
telephone operators 7, orderlies 3, janitors 3, 
teachers 4, technicians 7, elevator operators 9, 
carpenters and electricians 3, household and 
culinary departments 10, chauffeurs 2, miscellane- 
ous 10—total 108. 


Specific Measures to Reduce to a Minimum the 
Hazard Inherent in Caring for Tuberculosis 


1 Teach the patient to cover his mouth with 
a fresh paper napkin every time he coughs or 
sneezes. After a paper napkin has been used once, 
it should be placed in a paper bag to be burned. 


2 Instruct the patient to expectorate into a 
paper cup which can be burned. 


3 Provide scrub basins with plenty of soap at 
convenient places where the employees who are 
exposed to contact with patients may wash their 
hands at frequent intervals. 


4 Provide each employee who comes in con- 
tact with patients with a clean gown each day 
which is to be worn over his or her regular uni- 
form or in place of it. Orderlies, janitors, and 
physicians should wear wash clothes. Masks need 
not be used routinely but may be worn when the 
patient is too ill or too careless to observe the 
ordinary precautionary measures. In that con- 
nection, in a study of the permeability of paper 
(sputum) napkins,‘ it was found that two layers 
of paper napkins were as effective as ten layers 
of gauze in preventing the transmission of bac- 
teria through them. Therefore, the efficiency of 
the mask can be increased if paper or cellophane 
is interposed between the layers of gauze. 


5 X-ray the employee at the beginning of em- 
ployment and at regular intervals thereafter. The 
interval between subsequent x-rays should depend 
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179 (16.9%) 
145 (81.1%) 
9 ( 6.2%) 
1 (11.1%) 
34 (18.9%) 
2 ( 5.8%) 
878 (83.1%) 


largely upon the character of the employment, 
i.e., whether the employee is in intimate or re- 
mote contact with the patients. Our policy in this 
respect has been described in detail earlier in the 
paper. 

6 Make the working conditions of those in in- 
timate contact with patients comparable to the 
working conditions. in industry where the ex- 4 
posure to disease is not as great as it is in the | 
hospital field. It is rather inconsistent to put our 
engineers, firemen, or yard crew, whose contact 
with patients is remote and who are not working : 
under a great strain, on a 44 hour a week basis © 
and require our day nurses to work 56 hours per [ 
week and the night nurses 72 hours. Yet, thisis — 
the usual hospital policy. In that connection, 
Lindberg? believes that the program of the 
student nurse carries a-50 per cent greater fatigue 
load over a period of years than does the ordinary 
educational or industrial activity. He believes 
that this greater fatigue load must develop a 
lowered resistance curve. To counteract that I 
suggest that the working hours of nurses and 
other employees in intimate contact with patients 
be reduced to 44 hours per week. This will give 
them the leisure necessary to keep their re- 
sistance up so that whatever tuberculous infection 
they may have or may acquire need not develop 
into active disease. 


7 Provide all employees who come in intimate 
contact with patients with a course of instruction. 
This should include lectures and special confer- 
ences to inform them of the nature of the disease 
and how to protect themselves against it. 


8 Limit employees who come in intimate con- 
tact with patients to those who are already tuber- 
culin-positive, or if they are not tuberculin- 
positive then vaccinate them with BCG as is done 
in Europe. These latter recommendations are 
drastic. We are not enforcing them at the pres- 
ent time. Instead, we explain the risk to all new 


HOSPITALS 





ent, 
re- & 
this 7 
the FF 


\in- § 
the | 
ex- | 
the § 
our | 
tact | 


king 


asis | 


per 
is is 
tion, 
the 
igue 
lary 
eves 
yp a 
at I 
and 
ents 
give 
re- 
tion 
elop 


nate 
tion. 
ifer- 
ease 


employees before they begin their employment 
and let them decide whether or not they wish to 
take the risk. 


If the above recommendations can be carried 
out we believe that much will be done to reduce 
the hazard in caring for tuberculous patients. 
However, the future will have to determine the 
solution of this important problem. 


Summary 


1 In planning a health service for its em- 
ployees a sanatorium should take into considera- 
tion the laws of the state. 


2 All employees should be required to pass a 
complete examination before employment is given 
them. 


3 Subsequent medical care should be limited to: 


(a) Diseases and injuries which occur un- 
der the scope of the Workmen’s Com- 
pensation Act 


(b) Periodic checkup for tuberculosis in- 
cluding a chest x-ray at regular inter- 
vals 


(c) Emergency care which will reduce the 
time that the employee is off duty be- 
cause of minor injuries and diseases 


4 Non-tuberculous conditions should be cared 
for by private physicians. 


5 Specific measures to reduce the incidence of 
tuberculosis should be enforced. 


iJennings, Frank L.: Pema y of Paper (> Nap- 
kins. Amer. Rev. Tuberc. XXXII, 3, 304-311, Sept., 1935. 

2Lindberg, D. O. N.: Incidence “ Pulmonary Tuberculosis 
Among Students in Nurses’ Training Schools. Illinois Med. Jour. 
LXIII, 2, 173-175, Feb., 1933. 





Salem Hospital, Salem, Massachusetts 


A study of the history and progress of the 
Salem Hospital demonstrates a very interesting 
growth. Founded in 1873 by Captain John Bert- 
ram, the first patient was admitted on October 
1, 1874. The hospital had then a capacity of 12 
patients. At the time of the Salem fire, 1914, 
the hospital had an average daily census of 65 
patients; and there were born at the hospital 122 
babies in the year 1913, the last full year of oper- 
ation of the old hospital on Charter Street. 


The development of the present plant, which 
had its first full year of operation in 1918, is a 
real tribute to the men who carried the responsi- 
bility of this philanthropy. The hospital service 
to the community since the establishment of the 
present building has increased rapidly during the 
nearly 20 years on Highland Avenue. In 1918 
the hospital had an average number of patients 
per day of 80, with 248 babies being born at the 
institution; whereas in 1936 there was an aver- 
age of 143 patients a day, with 525 babies being 
born. The largest number of patients on any one 
day was 183. 


The growth of a particular department such as 
the x-ray department is likewise rather interest- 
ing. For instance, in 1925 there were 2,731 films 
used; whereas in'1936 there were 8,265 films used. 
In 1981 there were 2,637 x-ray cases, whereas in 
1936 there were 4,115 cases. 


These statistics demonstrate the rapid growth 
of this institution in several of the lines in which 


July, 1937 


it is specifically organized to serve the people of 
this district. 


The Board of Trustees of the institution are 
constantly studying the’situation, so that the fu- 
ture of the institution may be intelligently deter- 
mined. Early in 1936 the Board of Trustees, with 
the advice and guidance of hospital consultants, 
developed plans for the future development of the 
institution, having in mind specifically the needs 
demonstrated because of the growth noted in the 
above figures. These plans call for a separate 
maternity wing, a segregated children’s unit, and 
an x-ray department. 


The first step in this building program is being 
announced in connection with the reorganization 
of the x-ray department. This building construc- 
tion, supplying room for the x-ray department, 
will be of one story, and will be 25’ x 80’. It will 
be contiguous to the operating building and the 
accident department, and it will include equip- 
ment for radiographic and fluoroscopic work, and 
in addition there will be equipment for deep x-ray 
therapy. The cost of this building and modern 
equipment will be about $45,000. 


The reorganization plan for the x-ray depart- 
ment includes the services of a full time roent- 
genologist, together with the new building dis- 
cussed above, and with modern, complete equip- 
ment. Although it is not common practice for 
hospitals the size of this institution to have 
roentgenologists who devote full time to the in- 
stitution, Salem Hospital feels confident that it 
is adopting a policy which will prove beneficial to 
all concerned. 





' organization. 


Personnel Management 


E. MURIEL ANSCOMBE, F.A.C.H.A., Administrator 
Jewish Hospital, St. Louis, Missouri 


the personnel of every organization is very 

similar and can be secured only through the 
concerted, cooperative, and organized efforts of 
all concerned. 


Te successful direction and management of 


If we study the various forms of government 
in the world today we find the English speaking 
nations are ruling by a democratic form of gov- 
ernment which is a government by the people 
and not by one man. Such a government has con- 
tributed more to the peaceful, happy existence 
of the people than any form of autocratic gov- 
ernment. A dictator is concerned in securing 
associated action and does nothing more than 
exercise his power over people. He may get things 
done quickly and efficiently for a while, but the 
time will eventually come when the mvrale will 
weaken and the result will be a disintegrated 
Organization must be based on 
democratic principles in order to succeed. 


A leader is interested in bringing individuals 
together in such a way as to inspire them to work 
effectively and happily. Some one has said that, 
“An organization is but the lengthened shadow 
of one man.” Any institution that is but the 
shadow of one man will soon be totally eclipsed. 
It is not the shadow of one man but it is the 
shadow of the enthusiastic devotion of those who 
helped him, and that enthusiasm and devotion 
is not the result of commanding. It is the com- 
bination of a call to action plus the rallying of 
eager desire of his co-workers to do something 
believed to be important; it is that response that 
good leadership brings. 


Teamwork in the Hospital Organization 


Most people should have learned by now that, 
whether we play a game of hockey or football, 
we must work with others and for others; and 
further, that our ability at teamwork is just as 
important and just as valuable as is our ability 
to do our own particular part of the whole job. 
If a person cannot and will not learn to fit him- 
self into the organization as a unit, that person 
does not belong in the organization. No matter 
what his ability or experience has been, he is of 
little value unless he knows how to cooperate and 
does cooperate willingly. 


Morale has been defined as “that pervasive vol- 
untary, enthusiastic and effective mobilization of 
a group’s effort for the accomplishment of some 
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purpose.” This can be accomplished only by call- 
ing into action the desires and motives of the per- 
sonnel, centralizing them and releasing them, 
which can be accomplished only by a good leader. 


Leadership 


In order to manage the personnel of any or- 
ganization the manager or administrator must 
first learn to manage himself. He must be a 
leader, but since he requires leadership in his 
“key” men and women, he should also be willing 
to be led. One cannot hope to stabilize a group 
if he is vacillating in his own policies. This does 
not preclude changing one’s mind if circumstance 
justifies it. 


The first and most important task that devolves 
upon the administrator is the choice of the de- 
partment heads who are “key” men and women. 
That which the hospital administrator expects of 
each department head will be determined and 
modified to a great extent by his own knowledge 
and appreciation of the functions of each depart- 
ment and its relation to the other hospital de- 
partments. He should be sufficiently well grounded 
in the principles involved in hospital organization 
to enable him to choose department heads who 
will function to their greatest capacity. 


Because the administrator is called upon to 
select such individuals, it behooves him to acquaint 
himself with the requirements, if he hopes to 
choose and to manage the personnel wisely. Un- 
less he understands the fundamental training, 
education, and experience necessary to fill the 
“key” position, he cannot expect to build up the 
morale of the personnel cor have a progressive 
organization. A physician could quickly analyze 
another physician’s background, a nurse should 
be able to choose a good principal for the school 
of nursing, and a business man, to analyze an- 
other business man’s background. But when it 
goes beyond one’s field, it means study and appli- 
cation and an acquisition of knowledge pertaining 
to the education requirements of these groups. 


A department will not grow and develop unless 
the professional background of the head leading 
it is qualified to teach and lead those working 
with him. 


May I enumerate some points to be considered 
when selecting professional “key” men and 
women? 
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The Pathologist 


It is important to consider the standing of the 
medical school from which the pathologist was 
graduated; the length and quality of his intern- 
ship; the length and quality of his pathological 
training; the positions held since finishing his 
pathological training; the quality of institution 
with which he has been associated; his profes- 
sional memberships—local, state, and national; 
articles written; research work; organizing and 
teaching ability; character of recommendations. 


The Administrative Dietitian 


Consider the school of home economics from 
which the dietitian was graduated; whether she 
majored in nutrition; her membership in local, 
state, and national organizations, and her activity 
in them; the character of the hospital in which she 
received her dietary internship; was it a hospital 
with a well-organized dietary service that pro- 
vided training in all phases of dietary work; what 
positions has she held since finishing her dietary 
internship, the type of positions and tenure of 
office in each; has her work been sufficiently 
varied to make for success as an administrative 
dietitian; her teaching experience and ability; 
were her references obtained from personal 
friends or some dependable person in authority? 


Director of Social Service Department 


The head social worker should have been gradu- 
ated from a good school of social work, with a full 
course in medical social work; and had one year 
of practical experience in the seme field. She 
should have at least two years of supervised case 
work in a recognized social agency. She should 
be a member of the American Association of Hos- 
pital Social Workers and be active in the local, 
state, and national organizations. It is important 
that she should have a good deal of supervisory 
experience in order to direct and to train social 
workers working with her, as well as to teach 
nurses and young physicians the social aspects of 
disease. She must be an organizer and come to 
you well recommended by some one in authority. 


Principal of the School of Nursing 


The quality of the school of nursing from which 
the principal of the school of nursing was grad- 
uated is important. Consider her experience and 
education since graduation; post graduate and ad- 
vanced college work; the positions she has held, 
with tenure of office in each; the experience that 
she has had in school of nursing administration; 
whether these positions have fitted her for the 
position as principal of your school; in what state 
or states is she registered ; her membership in her 
local, state, and national organizations and her 
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activity in them; her membership in the National 
League of Nursing Education; whether the in- 
stitutions with which she was previously asso- 
ciated offer good nursing education; and the im- 
portance of recommendations from some one in 
authority. 


Other Department Heads 


It is just as important to obtain the background 
and experience of all other department heads as 
well as those specified, but those mentioned repre- 
sent the educational background of some of the 
most important department heads. 


If a department head has satisfied the hospital 
administrator as to educational qualifications, the 
second step must be to ascertain whether or not 
the personal qualifications are such that he will 
fit into the organization. In order to do this, the 
administrator must have a knowledge of human 
nature and the essential qualities of leadership. 


The same qualities that the executive himself 
possesses should be found to a similar degree in 
the “key” men and women heading each depart- 
ment. There are many qualifications required of 
such individuals that are common to all. 


An individual who loves people and enjoys work- 
ing with them, will usually possess many of the 
qualities that make for success in his department. 
Department heads with effective, happy, efficient 
form of management in their departments usually 
possess many similar personal qualifications. 


Department heads should exemplify high stand- 
ards of manhood and womanhood; their private 
and professional lives should command respect 
and confidence and their daily life inspire high 
standards of efficiency and conduct in others. De- 
partments heads cannot be expected to develop 
and train those who work with them to be efficient, 
cooperative, and loyal if they themselves do not 
set a good example. Loyalty is absolutely essen- 
tial in those responsible for the training of others. 
One may have education, executive ability, and 
enthusiasm, but, lacking loyalty, he becomes a 
destructive and disintegrating force in any or- 
ganization. Avoid the professional rover, as such 
an individual is usually so lacking in adaptability 
and flexibility of character that he is utterly in- 
capable of subordinating himself to community 
interests. 


Avoid the dictatorial department head who is 
unable to appreciate the value of a democratic 
organization. Select one who is conscious of the 
interdependence of all departments, which in- 
cludes teamwork and the ability to mesh himself 
into the organization and work as a unit, instead 
of an independent individual. 
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Few problems pertaining to personnel manage- 
ment will arise if department heads are wisely 
selected. 


If a department head is satisfactory as to this 
educational background and experience, as well as 
personal qualities specified, the hospital adminis- 
trator, no doubt, will appoint him. 


The Responsibilities of the Administrator 


The hospital administrator has definite respon- 
sibilities to those whom he appoints, which are 
general and include the following: 


Planning and defining the policies and pro- 
cedures; organizing their activities; delegating 
authority commensurate with their responsibility, 
and controlling them in terms of the results de- 
sired ; supervising the general progress of results; 
giving general orders and instructions; interpret- 
ing and transmitting policies; assisting them to 
carry the executive load; coordinating all the 
various efforts; and, finally, there is the impor- 
tant work of stimulating, vitalizing, and appeal- 
ing to the whole man or woman in order to ob- 
tain the best results. The hospital administra- 
tor should be a catalytic agent in the organization. 
Each department head should be made to realize 
that any suggestion that he offers for the good 
of his department will be welcomed and greatly 
appreciated. He should also be informed as to the 
importance of keeping the hospital administrator 
in close touch with the general developments of 
the department, and that_routine, weekly confer- 
ences are necessary with the personnel of the 
department, either in groups or the whole depart- 
ment, dependent upon the problems involved. 


Departmental Conferences 


Conferences should be held with the hospital 
administrator after department heads have had 
conferences with their groups, to prevent delay in 
securing action on routine orders that might be 
issued as a result of the conferences. Personally, 
I do not have regular conferences with all heads 
of departments at one time since I do not like 
large unwieldy conferences where much is said 
and little accomplished. Frequently discussions 
arise with one group which are of no concern of 
the others. I believe the best results are obtained 
from more frequent and smaller conferences. If 
two or more department heads are concerned they 
can be called in and problems more satisfactorily 
discussed with less annoyance and less dissemina- 
tion of news. 


Each department head must be vitally inter- 
ested in every employee in his department, not 
only in the work that he turns out but also in 
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the training he is receiving. His development in 
the department, the progress that he is making, 
the health of the individual, and his social condi- 
tions, especially among the menial workers. 
Since many social conditions have a direct bearing 
upon medical conditions, it is necessary to know 
the employee in a personal way in order to give 
him the benefit of what the institution has to offer 
in caring for him and his family. This personal 
interest on the part of the department head is re- 
flected in the employee’s devotion to his work, his 
employer, and the institution. 


Promotions 


Department heads should keep the administra- 
tor informed concerning employees whose work 
is of such quality as to deserve promotion, and 
should have a personal pride and interest in see- 
ing these individuals advanced. If a competent, | 
ambitious person, who could be of increasing 7 
value to the organization, sees no opportunity for | 
advancement, he is quick to seek or to take ad- | 
vantage of an opening in some other institution, 
and the organization bears the loss. 


Every department head should be alert to evalu- |~ 
ate latent possibilities of individuals who seem 
not to be functioning to the full extent of their ” 
ability in the positions they hold. A painstak- 
ing, methodical individual who has not suffi- § 
cient adaptability and initiative to develop into a 
good secretary, may make an invaluable statis- 7 
tician. There is also the person who, through 
some deficiency in training, is submerged in a | 
position where real ability is wasted. An intelli- | 
gent girl, with high school education, who shows 
exceptional ability, poise, and intelligence in her 
work as a dining-room employee, may be encour- F 
aged to take night school work and be placed in fF 
some type of clerical work where her whole | 
economic and social condition is improved, and be F 
actually of more value to the organization than in F 
her present position, where she has no outlook & 
for the future. j 


A newly appointed department head should be F 
required to deliver to the administrator a plan of : 
the organization of his department with an out- 
line of the duties, and responsibilities of the in- fF 
dividuals, as well as an outline of the training and & 
educational program for all concerned. The spirit F 
of common interest in any institution is obtained 
only when all members of that organization func- 
tion as a unit rather than as independent actors. 
The hospital administrator who creates and mait- 
tains this common interest is the individual who 
helps the personnel to feel a measure of success 
for not only the supervisory program but for the 
administrative program as well. 
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Personnel Training 


Industrial organizations long ago recognized 
that continuous training and education had a 
marked bearing on production. If we were to 
trace back some of the early history of “personnel 
management” in banking, we would find that, over 
600 years ago, Giovanni de Medici, who was the 
founder of that celebrated house which for three 
generations kept its hands on the purse strings 
of medieval Europe, like all young bankers of his 
period, served seven years apprenticeship to the 
guild. Surely if continued and systematic instruc- 
tion was needed 600 years ago for those who 
operated banks, there can be no argument in pre- 
supposing a responsibility for the continued 
training and education of a group who enter into 
every phase of human life from its beginning, 
through its development, maturity, and decline. 


Health Examinations 


In every department routine health examina- 
tions should be made. Department heads should 
keep in close contact with any possible physical 
conditions that might be detrimental to the health 
and happiness of the employees. There should 
be a stated time during the day in which sick 
employees, in a large or small organization, should 
report, in order that the resident physician may 
give them an examination and refer them to the 
proper physician for treatment if necessary. It 
is very important to have Wassermann and Kahn 
tests done on every individual when employed, 
especially on those handling food. 


Perhaps one of the problems confronting hos- 
pital administrators at the present time is that of 
remuneration for services rendered. During the 
depression many salaries were reduced and, al- 
though business conditions are improving and the 
industrial output has increased, employees’ sal- 
aries are not being increased in proportion to the 
increase in business, which, no doubt, is the cause 
of much of the present unrest and discontent. 


Since hospitals are not commercial enterprises 
and are not in a position to raise their prices as 
do business organizations, it is difficult to meet 
the salary obligations to the employees. However, 
I do believe that Boards of Trustees and hospital 
administrators could do much to solve this prob- 
lem if they would discontinue some of the services 
given the employee and add the cash value to his 
pay check. The average employee considers that 
his monthly wage represents the value of his ser- 
vices to the institution. He forgets that the in- 
stitution furnishes him room, board, laundry, 
uniforms, sickleave, vacation, and hospitalization, 
and cares for his family when ill, either free or 
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at a substantial discount, dependent upon his posi- 
tion and ability to pay. 


If he paid for all of these services and was 
allowed a membership in group hospital service, 
where he could secure hospitalization at a nominal 
charge, and had the cash value added iv .... pay 
check, we would not only develop in him a “sense 
of values” but would teach him thrift and make 
him a happier, more independent, self-respecting 
employee. 


It seems as though some steps should be taken 
to prevent the spread of the possible unrest among 
employees in our hospitals, and I personally feel 
that this might be a step in the right direction. 
Remember the adage, “‘an ounce of prevention is 
worth a pound of cure.” 


Since developing and training the employees is 
one of the essential factors in personnel manage- 
ment, it is important that the department head 
furnish the hospital administrator information 
concerning the work accomplished by the depart- 
ment, through the medium of monthly reports, 
such as numbers and types of all scientific labora- 
tory examinations, number and types of surgical 
operations, number of treatments and x-ray work, 
number of days of special, graduate, and student 
nursing service, number of patients days, illness 
and absent days of employees, number of and types 
of special diets, number and types of meals served, 
etc., etc. The administrator, in return, should 
furnish department heads with monthly state- 
ments showing the cost of maintenance of their 
departments, as well as detailed costs of equip- 
ment, supplies, etc., to enable-him to make month- 
ly comparisons of the upkeep of the department 
and check leakages which otherwise might not be 
detected. It is important to teach every employee 
the value of supplies as it makes him think in 
terms of dollars and cents and gives him a sense 
of responsibility, which is invaluable, not anly to 
the institution, but to the employee as well. 


In order to encourage the department head to 
keep abreast of the times in his field, the hospital 
should furnish him with the leading magazines 
and periodicals pertaining to his specialty, and 
encourage him to attend meetings and conventions 
held by his own particular organization. The 
value of this should not be underestimated in the 
management and training of personnel. 


To summarize: The successful management of 
the personnel of any organization can be best 
attained through the institution of democratic 
principles of management, evidenced, in the final 
analysis, by the lengthened shadow of the en- 
thusiastic devotion of those loyal employees who 
work together as one unit towards a common end. 
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Developments in the Hospital Association 
of Pennsylvania 


MELVIN L. SUTLEY, President 


Hospital Association of Pennsylvania 


present a statement of accomplishments 

and of recommendations for the future, a 
person cannot take an active part in the affairs of 
an association for two years, one as president- 
elect and one as president, without becoming 
embued with certain definite ideas as to the prob- 
lems of an organization, and with fairly definite 
ideas as to how best to approach the solution of 
certain of these problems. 


[ oresen imperfectly one may be able to 


During the year, there was witnessed a con- 
siderable increase in the membership in the as- 
sociation, both personal and institutional. This 
has been due, principally, to the efficient work of 
the membership committee, under the leadership 
of Mr. Hazzard. It is also due to an increasing 
recognition of the value of our association to the 
individual hospitals. 


Sectional Groups 


The sectional groups, which have been organ- 
ized throughout the State, have had valuable meet- 
ings and have been most helpful to our various 
committees. Nearly all of these meetings have 
been attended by your president or your executive 
secretary. These groups should be strengthened 
and further developed, not only in the interest of 
the State Association, but also in the interest of 
the individuals in the groups. Their meetings not 
only stimulate an interest in the problems com- 
mon to the hospitals in the groups, not only en- 
large the horizon of the individual administrators, 
but they provide a means of promoting activity in 
the affairs of the State Association, with a re- 
sultant increased effectiveness in the service that 
the State Association can offer. 


Public Relations Program 


The Public Relations program, under the direc- 
tion of your able secretary, has been continuous 
throughout the year. This program has been 
going on rather intermittently for a number of 
years. It is regrettable that the importance of 
this program is not recognized by many of our 
hospitals. Of course, one of the reasons for this 


Presented at the annual convention of the Hospital Associa- 
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is the fact that many members are not in a posi- 
tion to see as much of the tangible evidences of 
its value as those of us who are in rather close 
contact with this phase of our work. If there has 
been any failure here it has been because we are 
doing only a part of the job. It is our responsi- 
bility to enlarge this part of the program. 


Unfortunately, in the past, hospitals have felt 
that publicity was unethical, that advertising was 
something of which to be ashamed. But there is 
such a thing as ethical, educational publicity, and, 


more and more hospital executives and trustees | 


have come to see that publicity which promotes 
the interests of hospitals generally, is not only 
ethical but obligatory if hospitals are to enjoy the 
position in the community to which they are en- 
titled. For example, the short clear concise edi- 
torials about hospitals and their problems that 
have appeared in the last year or two in the 
Saturday Evening Post have been most helpful to 
all our hospitals. Publicity, however, which ad- 
vertises a particular hospital and confuses the 
public as to quality of service, is unethical, un- 
dignified, harmful. This type has been noticed in 
a few instances, recently, but such publicity, 
however, will bring its own reward. Admittedly, 
in these cases there is stimulation of applicants 
for admission as patients, but wealthy people, who 
are searching out worthy charities for donations 
or bequests, will recognize and avoid contact with 
such institutions. 


The Employment of a Full Time Assistant 
Secretary 


About six months ago, your trustees employed 
a full time assistant secretary. With a back- 
ground as an accountant in charge of institutional 
finances, he will prove most helpful to our indivi- 
dual hospitals, as well as to the Association. He 
has given almost full time recently to the Legis- 
lative Committee, in the preparation and compu- 
tation of statistical data and in checking Legisla- 
tive Bills. His office should become a real service 
to the organization. 


The Interest of the Trustees of Hospitals 


A study of the programs of the early meetings 
of our Association shows that they were largely 
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in the interests of the individual members. They 
were discussion groups to help the superintend- 
ents in their individual jobs. Trustees of hospitals 
were not a part of the organization and took no 
part in the proceedings, except as an occasional 
interested trustee desired to familiarize himself 
with hospital. detail. The programs were not 
planned to stimulate the interest of trustees, and 
they touched only occasionally on the larger prob- 
lems involving the hospital in its relationships 
with other hospitals, with the community or the 
state. 


However, as the Association grew, questions 
involving these larger problems began to appear 
and were discussed, and recently there has been 
noticed a rapid change in the functions and ob- 
jectives of the Association. Instead of being of 
value only to administrators and department 
heads of hospitals, it has taken on another re- 
sponsibility—that of being a service organization 
to our hospitals.in their mutual problems. The 
interest of the trustee is stimulated as the Asso- 
ciation assumes the responsibility of coordinating 
activities of hospitals in community relationships 
and in legislative affairs. The Association, as I 
see it, now has a dual function—first, it remains 
a forum to aid administrators in their problems, 
and, second, it is a service organization, whose 
officers, trustees, and committees render services 
to the individual hospitals, as well as unite the 
hospitals in a common effort to promote their 
individual welfare. In this connection, there is a 
Legislative Committee that works in the interests 
of all the hospitals, both in the promotion of 
legislation favorable to their operation and op- 
posing proposed legislation that is injurious. 
Through the executive secretary’s office, problems 
of individual hospitals may be presented, dis- 
cussed, and cleared by a presentation of experi- 
ence of other hospitals in the same or similar 
circumstances. It is hoped that the newly formed 
Council on Policies and Administrative Practice 
will be able to coordinate and solidify hospitals 
through the development of uniform standards 
and procedures. 


The Work of the Executive Secretary 


The best indication of the service rendered by 
our Association to individual members is the enor- 
mous amount of work performed by the executive 
secretary and by the work that is and can be done 
by the newly created position of full-time assist- 
ant secretary. This work will increase further, 
and the Association is rapidly approaching a time 
when it will be necessary that our executive sec- 
retary shall be a man who shall give his full 
time to the affairs of the Association. 
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The Study of a Compulsory Automobile 
Insurance Law 


As a further indication of the changed status 
of the Association is the service that the officers 
of the Association have given during the past 
year, in connection with the series of studies 
which have been made, in which the hospitals are 
interested along with other organizations. The 
Pennsylvania Bar Association has made a study 
of the feasibility of a compulsory automobile in- 
surance law for Pennsylvania. Members of the 
committee making the study asked the Associa- 
tion for their cooperation and recommendations. 
In this connection, your president made a study 
of the victims of automobile accidents who had 
been brought to the hospitals of Pennsylvania for 
one year, the cost of services to such victims, the 
payments by insurance companies and by patients 
and the net loss to the hospitals. This was done 
with the intention of estimating what increases 
in revenue the hospitals might expect from the 
adoption of such a compulsory insurance law in 
Pennsylvania. 


The Council on Policies and Administrative 
Practices 


The Pennsylvania Committee on Public Assist- 
ance and Relief, commonly known as the Goodrich 
Commission constituted a Medical Advisory Com- 
mittee to make a report and give recommenda- 
tions with reference to providing medical relief 
for individuals who are not able to pay for such 
services. Your president was appointed a mem- 
ber of that committee to represent the hospitals 
of Pennsylvania. It was recognized that the hos- 
pitals and clinics of the state have participated 
in a very great measure in providing such ser- 
vices to the unfortunate poor. I sought the co- 
operation and advice of the newly formed Council 
on Policies and Administrative Practices and got 
from such Council a detailed report on the hos- 
pitals’ interest in this question of medical relief 
from a series of questions that I propounded to 
them. 


All this costs money, and, if we are to increase 
our service to our hospitals, if we are to enlarge 
our publicity program, if, as recommended by the 
newly formed council, we are to set up our own 
standardization of hospitals, we must increase our 
income substantially. We derive a considerable 
income from dues of personal members. There 
has been a great increase in the number of per- 
sonal members in the last two years. We should 
concentrate on further increases. We are receiv- 
ing income from institutional memberships and 
are also receiving monthly contributions from a 
number of hospitals toward our publicity pro- 
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gram. The time has come when the dues of in- 
stitutional memberships should be placed on a 
more rational basis, and perhaps made to sup- 
plant the contributions from a limited number of 
hospitals to educational publicity. The rate should 
be based on the number of bed days of care 
rendered by the individual hospitals during the 
previous year. Hospitals that are not institu- 
tional members should not be entitled to the 
services of the association, except participation in 
the annual convention. It is unfortunate that 
there are hospitals in the state which are getting 
benefits, but which contribute either nothing, or 
only a nominal amount, to the program. This, 
however, should not discourage us. 


Let me recite briefly a few of the problems 
which face our hospitals as such, and which, 
therefore, should be taken up by the Association. 
Some of these problems are not new, but they 
should, nevertheless, be approached in a vigorous 
manner, and active steps taken to attempt to solve 
them. 


Federal Old Age Security 


The hospitals have begun to recognize that they 
have placed themselves in a difficult position by 
asking for exemption from the Social Security 
Laws. The employees of our hospitals are en- 
titled to protection during their old age the same 
as employees in industry. It probably is correct 
that the funds of charitable institutions them- 
selves should not be used in building up a fund 
for old age pensions for hospital employees, since 
charitable hospitals are voluntarily assuming a 
large part of the load of government responsi- 
bility in caring for the indigent sick. Government 
should ‘assume the financial burden of providing 
the hospital share toward the old age pension 
fund that industry ordinarily must provide in its 
field. The share required from employees in in- 
dustry should also be collected from the employees 
of hospitals since the benefits directly accrue to 
such employees. If, however, our hospitals are 
not able to come within the provisions of the 
Social Security Law under these conditions, then, 
in their own interests, as well as their employees, 
they should assume the same responsibility as 
employers in industry and ask for inclusion. 


Hospitals and Employees’ Relations 


Hospitals should see to it that they do not ex- 
ploit their employees. After all, the average 
employee of the hospital is not in a position 
financially to make a contribution, through in- 
adequate salary, to the charitable service that the 
hospital renders. Contributions from the com- 
munity or from governmental sources should be 
increased, or charitable service reduced, so that 
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the employee may receive at least a modest in- 
come. It would be very unfortunate for the 
hospitals of our country if employees of hospitals 
should organize into labor unions. This is not a 
reflection upon labor unions as such, but the ser- 
vices of hospitals are in the interest of the un- 
fortunate sick—health of individuals and of com- 
munities are involved and the service of hospitals 
must be continuous, day and night, three hundred 
and sixty-five days of the year. There is no place 
in the hospital scheme where strikes of any nature 
can be tolerated. Sickness and health, pain and 
suffering, are more closely involved in the happi- 
ness of our people than even police protection or 
fire protection. In order to avoid any possibility 
of reprehensible conduct, such as hospital strikes, 
the community should see to it that hospital em- 
ployees are fairly treated, and that the develop- 
ment of a condition where a strike is possible is 
minimized. 


There is a corollary to this need to increase sal- 
aries of our employees that is just a part of the 
problem of increased costs. Hospitals need an 
efficient organization and inadequate wages means 
a rapidly changing, inefficient personnel, with in- 
creased difficulty of providing proper service. 


The Shortage of Graduate Nurses 


Involved in this question, is the acute shortage 
of graduate nurses. This problem has been de- 
veloping for the past three years and probably 
will not reach its peak for at least two more years. 
I believe the time has come for the hospitals to 
recognize two things in connection with their 
nursing service: 


1 The hours of duty of general duty nurses must 
be made much more attractive and must be 
brought somewhat into line with that found 
in industry. I, personally, do not see how this 
should apply to special duty nurses as yet, 
since the work of a special duty nurse is very 
much less trying than that of a general duty 
nurse and a supervisor. However, a rapid re- 
duction of hours is impossible because of the 
shortage. 


More hospitals must establish schools of nurs- 
ing in order to insure adequate nursing in 
their own institutions. These schools of nurs- 
ing must be of such a nature as to give proper 
training that will insure the best type of grad- 
uate nurse. It must be recognized, moreover, 
that the best kind of instruction and the best 
type of nurse turned out comes from a train- 
ing that emphasizes the practical rather than 
the theoretical. 


Competition from Government Hospitals 


We continue to notice an increasing encroach- 
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ment by governmental institutions against those 
services of hospitals where there is a possibility 
for financial return. It has been almost two 
decades since the end of the Great War, yet we 
are confronted daily with increases of hospital 
facilities for veterans and their families for con- 
ditions and under circumstances that have no 
connection whatsoever with war-time disability. 
If the Government should assume responsibility 
for medical and hospital care for veterans or their 
dependents in cases where such veterans are un- 
able to provide for themselves, the hospitals would 
have no particular objection, but it is a daily oc- 
currence to see the admission of a veteran to 
hospitals for non-service disability conditions 
where such veteran is able to pay for such service 
to himself, and also for services to members of 
his family, and where such services could be paid 
for in a private institution. There should be, at 
the present time, a rapidly decreasing need for 
veteran hospital facilities because death in twenty 
years has taken its substantial toll. I recommend 
that the Hospital Association of Pennsylvania 
attack this problem in a vigorous manner, other- 
wise we will soon see the grandchildren of vet- 
erans in the Great War, who are financially inde- 
pendent, demanding and receiving free service in 
veterans’ hospitals. 


The Relationship of Our State Association to the 
American Hospital Association 


Our relationship to the American Hospital As- 
sociation requires our careful consideration. A 
great deal of time and thought has been expended 
by that organization on membership structure and 
the relationship of the National to the State Asso- 
ciations. In Ohio, the State Association has be- 








come a unit in, or branch of, the national 
organization, and memberships in the State Asso- 
ciation carries membership in the American Hos- 
pital Association. The effect that this form of 
organization would have on our Association, if 
this plan were put into effect, must be studied. 
Will our own organization be affected in the ser- 
vice it renders to its hospitals? If there should 
be a decrease in the value of its effectiveness, 
will this decrease be counterbalanced by increased 
helpfulness on the part of the national organiza- | 
tion in our behalf? What will the effect be on our 
program and particularly on our income? These 
and many other questions are involved. I make 
no recommendations, but I suggest caution and 
conservatism in our approach to this question of 
changing relationship. 


The Help Our Commercial Friends Extend 


Finally, may I repeat a thought that I presented 
a year ago? Our hospitals, through the ages have 
been known as charitable, our buildings and equip- 
ment, our endowments, shrunken as they are, our 
annual donations come from the recognition of 
this idea. During the depression we have been 
given credit, out of reason, by those who sold 
merchandise to us, who could not afford to do so, 
simply because they wanted to help us be helpful, 
and because they knew we possessed a priceless 
asset, on which they could depend for eventual 
repayment. This is the community consciousness 
of the charitable service our hospitals render. 


May I close by expressing to you my deep appre- 
ciation for the help that your executive secretary, 
your trustees and the various committees have 
given me during this past year. 





Henrietta Grant 


Henrietta Grant, for several years superintend- 
ent of Frances E. Willard Hospital, Chicago, died 
on May 25 after a long illness. Including her ten- 
ure as superintendent, Miss Grant had been con- 
nected with the institution for twenty-one years, 
and resigned because of illness. 


Miss Grant, after her graduation from the Uni- 
versity of Edinburgh Hospital, went to Belgium 
as assistant to Edith Cavell, and with Miss Cavell 
established the first school for nurses in Belgium. 
She was working with Miss Cavell up to the time 
Miss Cavell was executed early in the World War. 


Miss Grant was a fine type of hospital admin- 
istrator. She brought into her work all the fine 
sympathy for the afflicted, a courteous discipline 
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among her associates, and a thorough understand- 
ing of hospital operation which when coordinated 
makes the good hospital. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 
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Hospital Progress in New Jersey 


EDGAR C. HAYHOW, President 


New Jersey Hospital Association 


witness the sad misfortune to the airship 

Hindenburg. On a moment’s notice, fully 
aware of the hospital facilities within the state 
and the medical and nursing service attendant 
therewith, an immediate radio call for help was 
made. Ambulances were rushed to the scene; 
airplanes stood in readiness to rush the volunteers 
to the emergency service. In less than thirty min- 
utes planes en route to the scene were ordered to 
return as sufficient aid had reached the disaster 
and the necessary medical service had been organ- 
ized. I preface my remarks with this incident be- 
cause it is under such immediate catastrophes that 
the public, as a unit, is conscious of our hospital 
service and the ready response on the part of 
those persons attached to any and all our hospitals 
in answering society’s call for service. 


FR witness i New Jersey had the occasion to 


We, associated with hospitals, are well aware 
that our respective institutions stand ready de- 
spite such disasters; yet may some program be 
devised whereby society may develop a conscious- 
ness concerning our institutions to permit ade- 
quate financing to maintain properly the responsi- 
bility allotted to us. 


A Review of Our Association Activities 


_ Precedent rules that the retiring president of 
your Association address you by reviewing the 
major activities incident to his incumbency. To 
review in detail all those problems of social, eco- 
nomic, professional, or academic significance 
would require more than my allotted time permits 
or your good attention could possibly desire. Suf- 
fice to say, the world is in a state of rampant social 
change and America, in general, and hospitals in 
particular, find themselves caught in the mesh of 
momentous adjustments. To meet these impend- 
ing adjustments requires arduous planning; to 
ignore them is to accept an ostrich philosophy. 
Consequently, it has been the aim of your Asso- 
ciation to mobilize those forces intimately respon- 
sible for community hospitalization and public 
health and approach these problems with a unified 
front and a cooperative appreciation of each 
other’s points of view. During the year, sessions 
have been held focusing attention on the trustee, 
the physician, the nurse, the administrator—the 


Presented at the annual meeting of the New Jersey Hospital 
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four component groups charged with their respec- 
tive trusteeship for efficient hospital and health 
service. If nothing else has been accomplished 
this year, our Association and our state, I feel, 
can well be proud of this mutual relationship. 


The Aim of Hospital Service 


The aim of our service is health—not sickness— 
and a good job demands unanimity of action on 
the part of all agencies, public or private, despite 
individual preference or prejudice. No one group 
or one institution can do all the work for all the 
people. Communities need hospitals; they are as 
essential as the community itself. Trustees need 
physicians and physicians need trustees and the 
peace of mind only comes to an administrator 
when he is fully aware that he needs both for the 
creation of his services. 


Society is not organized against hospitals; it 
is apathetic, largely due to the manner in which 
we, ourselves, have offered our commodity to so- 
ciety. I am reminded of Paul Fesler’s story of the 
colored lad who bought a horse for twenty-five 
dollars, which, on the way home, proceeded in its 
zig-zag way to mount the curb, cross the sidewalk 
and then wander back across the street to the 
other curb, and so forth. Complaining to the 
seller and asking why he sold a blind horse, he 
was surprised with the retort—“He ain’t blind— 
he just don’t give a damn.” Do a good job and 
tell the story—all the story—and society will re- 
spond. If the attitude continues to be negative, 
find out what is wrong and correct it. 


Needless to emphasize that the major problem 
is one of adequate financing and a better distribu- 
tion of case loads. Just glancing over Dr. Emer- 
son’s study, I see, for myself, many hours of study 
—for my community is no exception to the hap- 
hazard growth of its social institutions and the 
need of better unification of hospital and health 
services, which encompasses a well rounded plan 
of hospitalization and all that it entails. 


The physician’s growing interest in hospital 
policy is sound; our institutions must not com- 
pete with our practitioners. Yet, it is our respon- 
sibility to get an overview of medical practice and 
see the organization at least of community medi- 
cine as it affects both the doctor and the patient. 


HOSPITALS 





The Regulation of Indiscriminate Ward and 
Out-Patient Service 


We, here in New Jersey, have heard much of 
various attempts and studies on the part of medi- 
cal staffs to regulate indiscriminate ward and out- 
patient service. Such attempts are laudable and 
as an Association, we have given our utter confi- 
dence and cooperation. The role of staff doctor 
has changed much during the passing decades. 
Specialization is again coming to the fore but now 
with very specific methods of accrediting chan- 
nels. Hospital authorities must cooperate with 
medical staffs in an attempt to regulate medical 
performance to assure competent results. This 
is equally true of intern training. The study of 
medicine is by no means a sinecure and internship 
schedules must primarily be set up to the major 
advantage of the intern—with naturally the wel- 
fare of the patient always uppermost. Such pro- 
grams of medical performance are equally as para- 
mount for the attention of the trustee as the one 
of adequate financing; yet, paradoxical as it may 
seem—adequate financing usually tends to more 
qualitative than quantitative performance. 


Accounting Standards 


Boards of Trustees not only have the preroga- 
tive to inquire as to why the spread of per capita 
costs range from $2.60 to $7.06 per day—but 
should be encouraged to raise such issues. Your 
Committee of Accounts is endeavoring to study 
this problem to determine, if possible, if the pa- 
tient is the recipient of so much better care be- 
cause of higher hospital costs. It is difficult to 
measure qualitative administration performance. 
Different communities and individual hospitals de- 
mand different standards. There is a great de- 
mand for better tools to measure administrative 
competency, yet care must be exercised as to who 
will evaluate the findings when such techniques 
are forthcoming. 


Nursing Service and Educational Standards 


The nursing field has, in a sense, been more 
fortunate in its attempt to define specific stand- 
ards of nursing service and educational objectives. 
During the year, your Committee on Nursing has 
cooperated with the various Nursing Agencies to 
formulate a new Nurse Practice Act. It was not 
a simple job; the finished document deserves much 
commendation. It is obviously impossible for me 
to chart the trend of Nurse Education and Nurse 
Practice, yet I am confident in this State, at least, 
that whatever the trend may be—the practice of 
hurse service will conform to no little degree to 
the desires of the doctor, the hospital, and fore- 
most, the patient. 
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It is gratifying to me to hear such constant ref- 
erence to the whole patient. Personally, I cannot 
divorce an appendix or a gall bladder or what not 
from the individual as a whole. I will go a step 
further. I cannot divorce the appendix or the gall 
bladder from the family as a unit. Fortunately— 
the field of social service are defining these prin- 
ciples but I think the time is now ripe for more 
sociologists to become active in the field of hos- 
pital service to set up new standards for a more 
comprehensive training leading to better speciali- 
zation for the social worker. 


The Training of the Hospital Employee 


Training seems to be the present watchword. 
Such programs as the College of Hospital Admin- 
istrators are commendable. The fields of labora- 
tory and x-ray technicians now recommend special 
licensure which implies adequate academic prepa- 
ration. The dietitian, the engineer, the account- 
ant, must possess now certain prerequisites to seek 
recognition in his or her special field. This all 
leads to better performance—but it also leads to 
increased costs. 


We come now to the general subject of the em- 
ployee himself. We have heard much concerning 
the problem of public .relations in hospitals and 
some effort must be made to insure more equitable 
recognition of those persons employed in our in- 
stitutions for the sick. True—there is an intangi- 
ble service and obligation to those who have 
chosen their daily task in the interest of the sick, 
yet I feel that these persons should not be penal- 
ized because they have chosen this means of earn- 
ing their survival. There is a tremendous field 
open for some constructive thinking in this mat- 
ter of personnel relations and I can see no reason 
why, through the efforts of organized councils, 
some plan of coordinated activity could not be es- 
tablished in the interest of the hospital and em- 
ployee. Hospital employees, likewise, have to 
think of potential security and theirs is an equal 
heritage to enjoy pension plans—annuities and 
such other amenities of life as those engaged in 
commercial endeavors. 


Legislation 


Your Legislative Committee has also enjoyed 
an active year and it is not unmindful of those 
measures before the legislature affecting hospitals. 
Special Committees have been appointed to deal 
with matters concerning the roentgenologist and 
the pharmacist. Recent rulings of the State Milk 
Control Board, if continued as now planned, will 
increase the cost of this one commodity by some 
thousands of dollars in the state. 


Passing to our public institutions, New Jersey 
can well be proud of its state, county, and munici- 
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pal institutions. More and more thought is being 
given to this type of hospitalization. Yet is there 
not a gross need in each of our communities for 
better hospitalization for the mental, the chronic, 
the incurable? You know, as well as I, the ac- 
commodations in our respective communities for 
these types of conditions are deplorable. We flat- 
ter ourselves in that the span of life is lengthened 
but what attention has been given to those con- 
ditions accompanying this increased span of life? 


May it be possible, while such plans are being 
studied, that equal thought be given to the field 
of preventive medicine and planning for our na- 
tion’s children that by this method much of the 
distress of later life can be prevented. 


Hospital Service Plans 


I fully appreciate that all my remarks presup- 
pose adequate financing. I fully appreciate the 
“shrunken” dollar—the great fall in capital in- 
come. Because of this, public subsidy must be 


forthcoming to pay adequately for the care of the ‘ 
sick poor. Hospital Service Programs will finance © 
the non-indigent. We were told at our last quar- 
terly session that there is no need to worry about 4 
the future of financing hospitals. Bequests would / 
again find themselves specifically allocated for 
hospital care. If such be the case, may some be 
“ear marked” for special research study in the | 
field of hospital practice so that we may have for | 
our guidance factual information rather than this 
groping about through the maze of such multi- 
tudinous opinion, and may further bequests be 
“ear marked” to follow through to fruition such 
recommendations as may be made by competent 
planning councils. 


I thank you for the privilege of being your 
president for this year and may I turn the gavel 
over to Miss Hamilton, knowing that her long ex- 
perience in hospital management, her training 
and capabilities combined with her charm of per- 
sonality will prove for this association an envi- 
able year of service. 





The Delegation of the American Hospital 
Association to the International 


Hospital Congress 


Fifteen prominent members of the American 
Hospital Association will attend the Fifth Inter- 
national Hospital Congress, which will open in 
Paris on July 5, as official delegates of the Amer- 
ican Hospital Association. The group is headed 
by Claude W. Munger, M.D., president of the 
American Hospital Association, and director of 
St. Luke’s Hospital, New York City, G. Harvey 
Agnew, M.D., secretary, Department of Hospital 
Service, Canadian Medical Association, Toronto, 
and Malcolm T. MacEachern, M.D., vice-president 
of the International Hospital Association, and 
associate director of the American College of 
Surgeons. 


Included in the group sailing on the Britannic 
are: Mr. and Mrs. Howard E. Bishop of Sayre, 
Pennsylvania; George O’Hanlon, M.D., of Jersey 
City, New Jersey; Stanley Howe of Orange, New 
Jersey; Mr. and Mrs. Edward F. Stevens of Bos- 
ton, Massachusetts; Dr. and Mrs. E. E. Shiffer- 
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stine of Philadelphia, Pennsylvania; and Miss 
M. Burneice Larson of Chicago. 


Dr. and Mrs. Malcolm T. MacEachern and 
daughter, Frances Isobel, sailed June 23, on the 
Queen Mary and will meet the group in Paris. 


The Congress has met biennially since its or- 
ganization in Atlantic City in 1929. They met in 
Vienna in 1931, Belgium in 1933, and Rome in 
1935. Through President Munger and Dr. Agnew, 
the American delegation will present a formal in- 
vitation to the International Hospital Congress to 
meet on the Western Hemisphere for its Tenth 
Anniversary Meeting in 1939. 


Following the Paris Congress, the delegates will 
make a brief tour of hospital centers on the Con- 
tinent and Great Britain, culminating on July 26, 
in a dinner at the Savoy Plaza, London, tendered 
by the British Hospitals Association. 
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New Policies For Old 


CHARLES F. NEERGAARD 
New York City 


interest. The story of rejuvenation—how 

antiquated and over-crowded hospitals are 
being restored, rearranged, and added to, reborn 
to a new life of service—has already been told. 


No: hospitals for old is a subject of timely 


Equally important and perhaps equally profit- 
able should be the reconsideration of many of our 
traditional policies and practices. From the strug- 
gles of the past few years to cut the deficit we 
have learned that the greatest waste in hospital 
operation is avoidable waste in excess beds, in- 
elastic and unbalanced design, in exorbitant over- 
head due to over-large, over-elaborate hospital 
buildings. 


Have we really learned? Are we beginning to 
think in terms of community planning, of the 
extravagance of needless duplication and futile 
competition? If so, what are we going to do 
about it? We cannot delay too long in setting 
our house in order. At the last New Jersey Hos- 
pital Association convention there was a sympo- 
sium on Hospital Policies where a doctor, a trus- 
tee, and an administrator presented their respec- 
tive points of view, which I was privileged to dis- 
cuss. Today I am venturing to enlarge on this 
subject. 


More than ever before it is urgent that the 
trustee familiarize himself with all aspects of his 
hospital’s many-sided problems, that he may 
wisely formulate its policies. More than ever be- 
fore must the superintendent through tactful 
leadership correct his oft-voiced complaint, “If my 
trustees only knew.” More than ever before must 
the doctor be ready to cooperate with the hospital 
in establishing new and propérly safeguarded 
measures for financing the hospitalization of the 
poor, if he is to receive from society the compen- 
sation which is due him. 


Consideration of Basic Program 


The era of emergency measures is over. The val- 
uable experience of the depression has taught us 
what we could do when we had to, and possibly 
that much that we did might have been better 
done. It is time for hospitals, individually and col- 
lectively, to consider basic programs which will 
conform to the social changes already here and 
threatening. During the past five years I have 


Re ead before the New Jersey Hospital Association Conven- 
tion, Atlantic City, May 5, 1937. 


July, 1937 


visited many hospitals to diagnose various mani- 
festations of budgetary scarlet fever and pre- © 
scribe economic remedies. I have enjoyed the 
confidence of superintendents, trustees, doctors, 
and nurses and learned of their problems and 
how they were or were not being met, and it is 
no violation of their confidences if I use some 
examples to make clear my meaning. 


Faulty Hospital Policies 


Certain conditions stand out sharply in my 
mind—policies which handicapped service, under- 
mined morale, and adversely affected public re- 
lationships. In the majority of instances they 
were directly traceable to the lack of understand- 
ing of the truStees. The post-mortem tells the 
story and if we may constitute ourselves a staff 
meeting I will present the findings from a num- 
ber of necropsies on corporate bodies. The case 
histories cited are of special significance and it 
need not be said to such an audience that they are 
in no way typical of the hospital field as a whole. 
There are a hundred examples of excellent man- 
agement to every one open to criticism. 


Nine commercial failures out of ten are due 
to lack of business judgment and spending too 
little on brains: 


Case History No. I 


A certain old hospital in a small city was given 
a beautiful new plant. It had a progressive medi- 
cal staff but a rather conservative Board. The 
old superintendent was slated for retirement and 
as a complete reorganization was imperative, the 
staff urged that they get the best man who could 
be induced to take the job. The responsibilities 
of the position should have commanded a salary 
of at least $6,000 a year but the Board which 
had been paying but $3,000, felt that $3,600 was 
enough—and they will probably get what they 
pay for. 


The superintendent is the executive officer of 
the Board. He should be competent to assume 
full executive responsibility in running the hos- 
pital and be permitted to do so. 


Case History No. II 


There was a hospital once, whose president re- 
tired from active business, visited it each day 
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checking up on everything and passing out criti- 
cisms, even instructions, as he made his rounds. 
The treasurer, a banker, rather than the superin- 
tendent, ran the accounting office. While he had 
hundreds of checks brought downtown for his 
signature, the cash control at the hospital was 
wide open, relying on the old cigar box cash reg- 
ister system. The Board was urged to have a 
thorough audit, but “They did not have the 
meney.”” Some months later something slipped 
and auditors found $40,000 “Gone with the wind.” 


The hospital problems of the future are mainly 
business problems,—how shall the hospital be 
financed? How shall its standards be maintained? 
We must face the facts that great gifts will be 
less frequent, that the small giver can give less 
and as for public funds, to quote Dr. Alvin John- 
son of the New School of Social Research, “We 
are lost if we fall generally into the delusion that 
the tax-paying capacity of this country is in- 
definite.” 


Hospital management will have to make itself 
more nearly self-supporting. We must overcome 
sales resistance, meet our market and find ways 
to sell hospital care of a quality and at a cost 
which the public can afford. 


A Suggestion on the Group Plan 


The main problem is the ward patient. How 
can the hospital get its cost, and, equally impor- 
tant, how can the doctor get anything? There 
have been many suggestions from many sources. 
Here is mine: 


Extend the group pre-payment plan with a $6 
charge for ward care versus the present $10 for 
semi-private: Limit the new classification to 
the wage earner, the “medically indigent,” and 
surround it with every safeguard to protect the 
doctor from abuse. From actuarial experience 
the service organization should be able to pay 
the hospital $5 a day and the hospital to care 
for ward patients at $4, the extra dollar going 
into a medical fund from which the doctor should 
receive an average of $10 for each case. While it 
is true that the present cost-accounting in many 
hospitals would show a paper loss at $4, the de- 
creased proportion of free and part-pay cases 
would unquestionably offset it. For the doctor 
the nominal fee, where now he gets “plenty of 
nothing,” might grow into substantial figures. 


Of the two and a half million ward days care in 
48 hospitals in New York City, 35 per cent, or 
880,000 were pay or part pay. If a third of this 
volume, say 25,000 patients, could be brought 
into such a pre-payment plan, the medical fund 
would exceed $250,000 a year. The problem of 
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how and among whom the fund is to be divided 
I leave to organized medicine. 


This plan is not health insurance: It can and 
should be under the control of the medical society. 
The hospital would not be practicing medicine 
and to my humble lay mind, it looks like a way 
out. 


Case History No. III 


Any critical comparison of hospital operating 
figures is apt to show a somewhat startling spread 
between what A, B, and C are spending, to do 
presumably the same job. Yet, the trustees ap- 
pear satisfied to keep on checking this month’s 
figures with their own of last month and last 
year. Satisfied with knowing what his work has 
cost, not what it might or should have cost. 


Per capita laundry figures in a number of 
large hospitals range from 15 cents to 20 cents. 
Yet one institution with the most complete and 
elaborate equipment I ever saw showed a cost 
of 35 cents. An expert reported “All that they 
need is system and management.” 


Case History No. IV 


In business the credit man is as important as 
the buyer. 


When one Board was shown that a neighbor- 
ing hospital averaged around 3 per cent in bad 
debts where their reserve of 6 per cent was prov- 
ing too small they ceased to blame the depres- 
sion and blamed the credit man. But not until 
they had been saddled with $75,000 in uncollected 
accounts. The point is they had to be told. 


The Hospital Accountant 


The accountant is the man who tells—who 
“keeps things from happening which ought not to 
happen.” A search light pointing ahead is worth 
several red tail lights behind. How sorely hos- 
pitals need accurate yard sticks, and the oppor- 
tunity to use them! Really uniform figures based 
on really uniform accounting, so that each hos- 
pital, month by month, can see what it is costing 
others of its size and type to run each depart- 
ment, how many nurses and other employees they 
are using for a given census, and how their col- 
lections compare. There is no regimentation 
about it. Just mutual helpfulness. Hospitals, 
and properly so, have none of the inhibitions and 
reticences of competitive business. Two push cart 
peddlers stood at the curb, “How’s business, Mr. 
Berkowitz?” ‘You shouldn’t ask. Does Macys 
tell Gimbels?” 


A practical working plan for the interchange 
of uniform figures has long been in operation. 
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The hotel chains originated it. One accountant 
for a group of hospitals is using it regularly every 
month and its application to financially sick hos- 
pitals has frequently brought dramatic recoveries. 
I know of four institutions which, after being 
given a detailed breakdown of their figures with 
the deadly parallels were able to effect economies 
aggregating $135,000,—and without cutting 
wages either. What are the trustees waiting for? 


The morale of the staff is one of the hospital’s 
greatest assets, yet in the depression a 10 per 
cent cut in the payroll was the usual attack on 
the deficit. A few hospitals have the proud rec- 
ord of finding a way out by plugging leaks and 
speeding up the machine without making the em- 
ployees bear the burden. 


The Cost of Unoccupied Beds 


Capacity operation is economical operation. 
Voluntary hospitals were rather prone to adopt 
a defeatist attitude when the depression census 
kept on falling. Private floors were closed and 
free work limited. Yet there was much to be done. 


Case History No. V 


A certain de luxe hospital had one of its pri- 
vate floors unoccupied for three years as there 
were not enough patients willing and able to pay 
$10 to $25 a day. But consider this,—it had only 
two rooms at $6 and no beds between that and 
$4 in the ward. A recommendation was made to 
the Board that the floor be reopened at $6 and $7 
a day, and some beds assigned to private ward 
patients at $5. In a surprisingly short time the 
census climbed and the deficit fell. But they had 
to be told. 


To the average trustee his hospital and philan- 
thropy are synonymous but there is a middle 
ground between the open handed charity which 
is often abused and the hardboiled attitude. Dur- 
ing the depths of 1932 a Catholic out-patient de- 
partment was being reorganized. The bread line 
at its kitchen door was twice as long as that at 
the dispensary entrance. Collections had been 
averaging 15 cents a visit, from a 25 cent fee and 
extras. The sweet-faced sister at the registra- 
tion desk would sympathetically ask each patient, 
“Can you pay anything today?” with the result 
which might be expected. A new approach was 
Suggested: “Our admission charge is 25 cents. 
Can’t you pay it? Well be sure and bring it next 
time.” During the first month of the new tech- 
nique the average collections increased from 15 
cents to 23 cents a visit, and with the arrival of an 
impressive chromium plated cash register, it 
jumped to 2714 cents, where it remained constant. 
With 200,000 visits a year pennies count. 
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The Hospital Trustee as the Representative 
of the Community 


Each trustee is a representative of the com- 
munity and nothing better illustrates the need 
for community planning than the disclosures of 
the Hospital Survey of New York. In 1934, while 
the public hospitals were seriously overcrowded, 
there were 3,500 empty private beds in the vol- 
untary hospitals. If the latter had moved up 
semi-private patients into private rooms, private 
ward patients into semi-private, they would have 
cleared ward beds which might have been used 
to relieve the public hospitals and there would 
have been a saving all around. 


As the average cost in the Department of Hos- 
pitals was some $4, and the voluntary were paid 
$3 for city cases, the city would have saved 
money. On the other hand, the voluntary would 
have made money as their direct cost for food, 
laundry, drugs, and nursing, when the census is 
increased, without increasing the overhead, is 
well under $3 a day. The voluntary hospital has 
full freedom of action, the city hospital has not. 
The trustee is the man who must take the initia- 
tive when community policies need readjustment 
to meet such crises. But he must understand the 
problem. 


New Policies for New Conditions 


Why does he blame the doctors for empty 
maternity beds when it is the birth rate not the 
obstetrician which is falling down? The popu- 
lation over forty has doubled in the past twenty 
years but what specifically are the hospitals doing 
for provision for the infirmities of old age and 
for the measurably restorable chronic patients? 
We have old folks’ homes and sanitaria but where 
can private patients go and get custodial nursing 
care and medical attention at reasonable rates? 


Obviously we cannot accommodate grand- 
mothers in our empty bassinets but can we not 
use a little imagination and do something 
about it? 


Consider the rather over-exploited crippled 
child: With fewer babies being born, fewer birth 
injuries, polio and T.B. well under control, many 
orthopedic services are put to it to show a re- 
spectable census,—but there are other types of 
cripples. In a recent year the New York Heart 
Association received 698 applicants for convales- 
cent care of cardiac children of whom less than 
half could be accommodated in the 180 convales- 
cent beds available in the metropolitan district. 


Ours -is a billion dollar industry which is 
uniquely organized in that its leadership comes 
from the workers, not the directors. The super- 
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intendents, nurses, social service staff, historians, 
dietitians, anesthetists, all meet to study and 
strive for the upbuilding of the hospital and its 
services. But where is there a functioning asso- 
ciation of trustees or when do we see more than 
a corporal’s guard present at our conventions? 
Yet with them lies the responsibility for funda- 
mental policies and results. If an investment of 
$10,000 in hospital common stock were a quali- 
fication for trusteeship it would not affect the trus- 
tee’s income but it might his point of view and 
lead him to participate more actively in its direc- 
tion. This would certainly be a welcome change 
from the present laissez faire attitude. 


When hospitals have progressed as far in the 
technique of management as they have in the 
technique of medfcine our financial burdens will 
be substantially lightened. But the superintend- 
ent cannot do it ajlone, he needs the discerning 
assistance of the trustees, and paradoxical as it 
may seem, he must largely stimulate their ability 
to help. In the superintendent’s crowded day no 
hour can be better spent than one devoted to en- 
listing the interest of a Board member in a 
specific problem. 


“Mr. B., I am worried about some of our fixed 
charges. Our power and light rates seem un- — 
usually high. You are familiar with such things. | 
Would you be willing to look into it?” 


When Mr. B. reports at the next meeting that 


“as a result of his investigation and efforts he has 


been able to effect a savings of $1,200, not only 
is he a better trustee ever after, but others real- 
ize there must be things which they can do too. 


The physicists tell us that if we could only har- 
ness the latent power in the molecules and atoms 
of a single drop of gasoline it would run an auto- 
mobile for many miles. New Policies for Old,— 
how we need them. This hospital work of ours is 
so satisfying and worth while that it is not 
strange that so many fine men and women are | 
let to invest themselves in its service. All they | 
need is the understanding which will make their 4 
investment really count. 


If “the proper study of mankind is man,” can- é 
not we say “The proper study for the trustee of 5 
a hospital is the Hospital?’ * 








Golf at the Atlantic City Convention 
Dust Off Your Golf Clubs 


A field day for those who have ever played 
golf will be held at Atlantic City during the 
American Hospital Association Convention 
in September. 


The committee in charge wants an after- 
noon of fun, and is unconcerned about the 
golf. If you own a set of clubs, bring them 
along. If you threw yours in the lake, years 
ago, borrow a set. All you need to enjoy a 
game of golf is someone along who plays 
worse than you do. There will be plenty! 


It is all right to have a hobby; but hospi- 
tal executives need a broader outlet: Wide 
spaces, Sweeping movements, temperament 
releases, freedom of speech. To all this, golf 
gives ample range. 


Prizes, if any, will be given to the best 
guesser, and to the highest scores, although 
it is also planned to have those who think 
they can play golf compete for the Cup pre- 
sented by the Ontario Hospital Association 
some years ago. 











What the Community May Expect 
of the Endowed Hospital 


Assuming the endowed hospital to be ade- 
quately supported by the community, the com- 
munity has a right to expect pioneering of new 
treatments and careful research into unsolved 
problems. It may expect reductions in the aver- 
age period of treatment required for some types 
of mental diseases—and surely none of the time 
reductions in production, of which we are so proud 
in manufacturing life, are to be compared in ro- 
mance or usefulness with reductions in the time 
needed to restore mentally ill persons to health. 


The community may expect careful and thor- 
ough training of nurses and doctors along the 
soundest, most modern, and best disciplined lines. 
It may expect the hospital to take a continuous 
and intelligent personal interest in the patient as 
an individual rather than as an inmate. It may 
expect that one doctor in such a hospital will not 
have more patients than he can handle to the best 
advantage of each and every patient. It may ex- 
pect the patient to be housed in safe and comfort- 
able buildings. The community may further ex- 
pect the hospital to be active in preventive work 
and health education—Annual Report, Butler 
Hospital. 
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Legislation and Hospitals 


HONORABLE HOWARD BURRELL 


Los Angeles, California 


legislation in California. The only legisla- 

tion existing prior to 1935 affecting hos- 
pitals consisted of various general laws enacted 
for the purpose of protecting the public health and 
thereby directly affecting hospitals. There were 
no statutes of California enacted for the purpose 
of enhancing the well-being of hospitals or ad- 
vancing them along the line of economic progress. 


Li the year 1935 there was no hospital 


At the outset I caution you against the forma- 
tion of any snap judgments concerning the legis- 
lation or cases to which I may refer. If any of 
you are particularly interested in any of the sub- 
jects upon which I touch, it would be best for you 
to obtain exact copies of the particular statute or 
case, and if you contemplate any action thereon of 
consequence, proper legal advice should be sought. 
It would be impractical here to go into this sub- 
ject matter in detail and to attempt to apply it to 
the many situations which might arise. Of neces- 
sity, my discussion must be limited to bringing 
to your attention certain statutes or cases and to 
discuss the general problems presented thereby. 


In analyzing legislation dealing with hospitals, 
it is well to bear in mind the present political tem- 
per of the electorate. As has been well said, it 
seems that mankind is on the march, at least in 
reference to economic legislation having to do 
with minimum wages, maximum hours, social se- 
curity, and the standard of living. To a somewhat 
less, but still pronounced, extent, this same surge 
of public opinion is manifesting itself in legisla- 
tion having to do with the preservation of public 
health, incidentally affecting, of course, our 
hospitals. 


In dealing with these recurrent problems, not 
only must we rely upon our past experiences, 
but we must try to understand the needs and mo- 
tives of the factions or groups involved. We must 
endeavor to satisfy in so far as possible each in- 
terested group to the end that all shall be bene- 
fited by the solution of the problems. 


Recent and Current Legislation 


Except for acts relating to the establishment of 
hospitals and various other acts regulating the 
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location and operation of hospitals, with the sole 
purpose in mind of protecting the interests of the 
public, there has been practically no legislation 
enacted from the viewpoint of advancing not only 
the health of the general public but also the finan- 
cial well-being essential to provide proper equip- 
ment and operation of a truly modern hospital. 
In recent years, the legislative air, as you know, 
has become supercharged with proposals and 
counter-proposals dealing with the ever present 
problem of how best to accommodate the vast de- 
mand for medical services, measured in term of 
need, on the one side with the very adequate sup- 
ply upon the other side. At the very bottle-neck 
of this problem are situated the hospitals, both 
public and private. It is to the best interests of 
all that the scope of activity of each of these types 
of hospital service be properly defined so that 
both be allowed to live.and prosper, because if is 
clearly demonstrable that this country is not over- 
supplied with hospital facilities if all persons 
needing hospitalization could find a way to pay 
the cost. 


Between the opposite sides of supply of and de- 
mand for medical service, it is my opinion hos- 
pitals should adopt a militant but very impartial 
attitude. Because of economic factors, we find 
patients who need treatment, but dislike charity, 
and doctors who need patients, but dislike too 
much charity. Any proposal directed to the clear- 
ing up of this situation should be encouraged. 
The Legislature, it is believed, is the logical place 
to fight out the details of these problems. 


The Hazards of Disruptive, Emotional Legislation 


Extra-legal methods of encouraging or discour- 
aging certain schemes and arrangements are at 
best only temporary measures. Furthermore, 
most of the problems are too involved for the gen- 
eral public to comprehend, and its information no 
more than scratches the surface. Those of us who 
are acquainted with the ramifications of these 
problems should keep in mind that the public gen- 
erally is conscious only of the need for some plan 
of correlation, and where, as now, the need is 
acute, the feeling is there must be some way to 
satisfy that need. It is for those who understand 
the factors and forces involved to solve those prob- 
lems before the general public becomes so militant 
that disruptive, emotional legislation is enacted. 
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When electorates become sufficiently aroused, they 

‘have a habit of plunging headlong toward their 
ideal, regardless of consequences, and oftentimes 
overshoot the bounds of expediency and practi- 
cality. 


Regulation and Control of Non-Profit Hospital 
Service Plans 


The first legislative outcropping of this general 
movement in California was manifested in 1935 
by the enactment for the regulation and control of 
non-profit hospital service plans. However, this 
legislative attempt failed of its purpose because 
the act left in doubt the extent to which corpora- 
tions operating under it would be subject to the 
insurance laws of this state and provided no stand- 
ards for the regulation of the affairs of such hos- 
pital service plans as might be organized there- 
under. 


Assembly Bill No. 1491 


There are several bills now before the Legisla- 
ture which seek to remedy this situation. Assem- 
bly Bill No. 1491 (sponsored by the State Medical 
Association) provides for medical service associa- 
tions and medical service contracts embracing 
treatment by physicians and surgeons and den- 
tists. All other practitioners are omitted. 


The bill provides for non-competing medical 
service associations, each having its own territory 
and clientele, except that in cities having a popu- 
lation of more than 100,000 and situated in coun- 
ties having a population of more than 2,000,000, 
competing medical service associations may be 


organized, but each one must comprise at least 26 _ 


per cent of the physicians engaged in active prac- 
tice within the city. This practically means that 
there will be no competing associations except per- 
haps within the County of Los Angeles. Further- 
more, the bill provides that no association shall 
operate or do business unless it maintains at all 
times a reserve fund of sizable proportions. The 
Insurance Commissioner is given power to estab- 
lish maximum and minimum premiums to be paid, 
these to be determined in such a way as not to 
enrich unjustly any association or its members, 
anu likewise in such a way as not to hamper the 
associations in rendering the services necessary. 
This Bill has been read twice before the Assembly 
and has come out of the Committee on Insurance 
without recommendation. 


Other Assembly Bills 


Another Bill, No. 1283, provides in full for both 
medical and hospital service insurance. This bill 
has been read twice before the Assembly, and at 
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this time is still in the hands of the Committee 
on Insurance. 


Three other bills, Number 937, Number 1641, 
and Number 1132, provide only for hospital ser- 
vice associations without including the elements 
of medical service. The only one of these bills 
to come out of their respective Committees to 
date is Assembly Bill No. 1132, which has passed 
the Assembly and now is in the hands of the Sen- 
ate. The significant features of this bill are as 
follows: 


The bill, if enacted, becomes a part of the Jnsur- 
ance Code, in order to make certain regulatory 
provisions of the Code applicable to hospital ser- 
vice corporations. The bill authorizes the organi- 
zation of non-profit, non-stock corporations to 
carry on a hospital service plan. The hospital 
services are defined in the bill. No contract can 
be entered into with a hospital for the rendering 
of a service until such contracting hospital shall 
have been approved by the State Department of 
Public Health, and shall have received a certifi- 
cate showing such authorization. Contracting 
hospitals are subject to annual investigation and 
to revocation of the certificate in the event it does 
not conform to the standards. The hospital cor- 
poration must obtain a certificate of authority 
from the Commissioner of Insurance; rates, dues, 


and charges imposed upon subscribers are subject 
to regulation by the Insurance Commissioner, as 
are also the acquisition costs in connection with 
the solicitation of subscribers. The act further 
sets forth certain requisites of the hospital service 
contract. 


Health Insurance and Hospital Service Insurance 


There is not much to be added to the discussion 
that has already transpired during the past seven 
years upon the subject of health insurance or its 
lesser component, hospital service insurance. As 
I have said, I do not believe that we, the hospitals, 
should take sides in this matter, but rather that 
we should encourage any arrangement by which 
the opposite sides of supply and demand can get 
together more effectively. 


In the past year, a poll has been conducted by 
Fortune Magazine, with which, no doubt, some of 
you are acquainted. This poll emphasizes the lack 
of specific data, but does disclose certain generali- 
ties which it feels are trustworthy. One of these 
disclosures is that the nation is under-hospital- 
ized to the detriment of the country’s general wel- 
fare, and that this factor in conjunction with pri- 
vate financial maladjustments is one of the main 
factors contributing to the persistent and growing 
demand in this country for some sort of socialized 
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medicine or health insurance. The specific ques- 
tion stated in the Fortune Poll was this: “Would 
you be willing to pay $10.00 a year for each mem- 
ber of your family to cover hospital expenses for 
ayear? (It is understood this would provide ward 
care or a proportionate credit against private 
room care).” To this question 47.9 per cent of 
those polled answered yes; 44.3 per cent answered 
no, and 7.8 per cent were uncertain. Most of 
those persons who answered no were prosperous 
individuals not interested, or indigent persons 
who could not afford the annual $10.00. In addi- 
tion to this question, there were other inquiries 
which, briefly summarized, lead to the following 
conclusion: Of all the families in the United 
States, 58 per cent of them spend nothing or less 
than $25.00 annually on hospitalization, but this 
same 58 per cent who spend less than $25.00 an- 
nually constitute over 50 per cent of those persons 
who would be willing to pay $10.00 per person to 
cover hospitalization during the year, and if, as 
has been reliably determined, the average family 
is composed of 3.2 persons, this would mean that 
instead of receiving less than $25.00 annually 
from 58 per cent of the families in the United 
States, the hospitals under a hospital service plan 
would be receiving in the neighborhood of $32.00 
or more annually from this group who now spend 
less than $25.00. In other words, 29 per cent of 
the total population in the country who now spend 
less than $25.00 per family annually on hospitali- 
zation would spend at least $32.00 per family an- 
nually if given the opportunity of joining a hos- 
pital service plan such as outlined by Fortune 
Magazine. Fortune Magazine concluded that at 
least one-half of the available population would be 
interested in hospital insurance at $10.00 per per- 
son, and that this result would probably draw in 
more money in fees than people are now spending 
when they are compelled to undergo hospitaliza- 
tion. 


Admission of Pay Patients to County Hospital 


Another bill before the Legislature, Assembly 
Bill Number 51, should be of particular interest 
to this group. It is a bill providing for the admis- 
sion of pay patients to county hospitals. It pro- 
vides that all patients applying should be admitted 
to a county hospital, and each patient should be 
required to pay in proportion to his ability, and 
the particular patient’s ability to pay is to be 
determined by such investigation as the Board of 
Supervisors of any county may prescribe. This 
bill is at least partially the result of the case of 
Goodall v. Brite, 11 Cal. app. (2nd) 540. As you 
probably remember, the case was brought by a 
group of Kern County taxpayers, most of them 
doctors, with the purpose of enjoining the 
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Board of Supervisors of Kern County Hos- 
pital. This hospital was admitting almost any 
and all patients applying and was charged 
with virtually being conducted in the further- 
ance of the private interests of those doctors 
who were in charge of the hospital. The District 
Court of Appeal very definitely enjoined the hos- 
pital from accepting persons fully able to pay for 
their care in private hospitals, and it further en- 
joined the County Hospital from receiving any 
person whose income was sufficient to pay the fees 
charged by private hospitals after deducting from 
his income the amount necessary to support any 
legal dependents of the applicant. Thus, the de- 
cision of Goodall v. Brite very materially reduced 
the competition between private and county hos- . 
pitals, but this bill now before the Legislature has 
as its purpose the reinstatement of competition 
between private and county hospitals. To a tax- 
payer not also connected with any private hos- 
pital, the bill may not seem entirely out of line. 
However, should the bill be passed and the consti- 
tution be amended as therein contemplated, it 
would constitute a real body blow to all private 
hospitals from which it might take years to re- 
cover, and from which it is conceivable that pri- 
vate hospitals might never recover. The hospitals 
in opposing this bill should try to keep in mind 
the picture as it appears to the average taxpayer. 
He knows his taxes have built and equipped a 
magnificent hospital, such as the General Hospital 
at Los Angeles, at an expense in excess of $12,- 
000,000. Naturally, it is hard for him to under- 
stand why indigent persons should be entitled to 
treatment amid such surroundings while the aver- 
age citizen who foots the bill to build and support 
such a public institution is denied access to its 
facilities. 


The Hospital Lien Law 


Another type of hospital law has in recent years 
made its appearance in this country, but upon 
which there has as yet been no real legislative 
manifestation in California. This is the Hospital 
Lien Law, which gives an institution the right to 
interpose its claim for services rendered to an in- 
jured person. If properly registered and re- 
corded, the hospital’s claim for services automati- 
cally becomes entitled to priority of payment from 
any sum due the injured person from any insur- 
ance company or individual responsible for the 
accident. This type of law has been enacted to 
meet the problem arising from the increasing use 
of automobiles and the increased volume of tourist 
travel, which has resulted in accidents involving 
persons from remote parts of a state or from 
other states. Such a law allows a private hospital 
to pursue a more humanitarian practice in admit- 
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ting emergency accident victims. Present circum- 
stances often lead to very awkward situations. 
If the patient is accepted and given first-aid treat- 
ment, the next question is whether he shall be 
allowed to remain or be transferred to a public 
institution. The patient may not be in a physical 
condition to be moved. There is danger of suits 
against the hospital by patients or relatives re- 
senting removal of the patient from a private to 
a public institution, and at any rate, it is often 
difficult to transfer to any public institution a 
patient who does not reside in the state or county 
in which the public institution is situated. To 
make matters worse, there is sometimes no public 
hospital in the vicinity. In that case, a private 
hospital has no alternative but to keep the patient 
until he can travel or until there is no longer need 
for hospitalization. The situation is invariably 
difficult to handle and hospital lien legislation 
would, undoubtedly, eliminate these difficulties in 
a substantial number of cases. 


This legislation has been considerably cpposed 
by two forces—insurance companies and lawyers. 
The companies claim that such laws would delay 
settlements and make them more involved. Law- 
yers object because of the effect of such a law 
upon their claim for fees. The first such law was 
enacted by Connecticut in 1926. Since that time, 
New Jersey, Arkansas, Minnesota, Indiana, Vir- 
ginia, West Virginia, Texas, and Massachusetts 
have followed suit. Some of these laws, such as 
the Arkansas Act, allow doctors and nurses, as 
well as hospitals, to file liens. 


From the viewpoint of hospitals, these lien laws 
are all right except that they do not go far enough. 
For example, figures show that in New Jersey 
only 25 per cent of the accident cases are covered 
by insurance, and hence the lien law in force in 
that state does not lend much assistance to hos- 
pitals in respect to 75 per cent of the accident 
cases. The ideal combination from the standpoint 
of all concerned would be that of a lien law, plus 
a compulsory insurance law, requiring motorists 
to carry accident insurance. Massachusetts, for 
example, has the compulsory insurance feature, 
but no lien law. Minnesota now carries both such 
statutes upon its books. California, as you know, 
does not have any compulsory insurance laws deal- 
ing with motorists, but in 1929 the Legislature did 
provide that the owner of any motor vehicle would 
be responsible for injuries or death resulting from 
the negligence of any person using or operating 
the motor vehicle with the permission of the 
owner. This statute places a financial responsi- 
bility upon the owner of any motor vehicle, and 
if supplemented by the right kind of a lien law, 
would prove to be of considerable benefit to all 
hospitals treating emergency accident victims. 


Of course, a lien law would be of no assistance 
to hospitals where the victim was at fault or 
where there was no insurance or other means of 
payment. The rise of this type of hospital lien 
legislation marks a progressive step in the com- 
pensation of hospitals for the services which a 
hospital, from a humanitarian point of view, is 
bound to render, but for which in many cases no 
compensation has been paid. 





State Aid for Hospitals in Louisiana 


In compliance with legislation passed at the 
1936 session of the legislature, Governor Leche 
of Louisiana has appointed the four members of 
the state board of public welfare to the state hos- 
pital board. This was done with the object in 
view of combining the two boards. The Governor 
is, ex-officio, the fifth member and chairman of 
the hospital board. 


One-eighth of the “luxury” tax of the state is 
ear-marked for the use of this hospital board. 
There is now a credit of $212,399.42 for the use 
of the board from this source. In addition, an 
appropriation is made to the hospital board from 
the general fund of the state, which is at the rate 
of $325,000 per year. 


The hospital board is authorized to provide care 
and treatment, in privately-owned hospitals and 
other institutions, for indigent and destitute sick 
persons, including expectant mothers, and includ- 
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ing necessary out-patient care and treatment after 
hospitalization. It is further authorized to fur- 
nish the indigent and destitute with proper dental, 
medical, surgical, and other treatment, excluding 
crippled children for whom care is otherwise pro- 
vided. To carry out the purposes of the act, the 
board may contract for such care and treatment, 
and may employ such physicians and other em- 
ployees and make such rules and regulations as 
may be necessary. 


isin 

“If you want to see the whole ideal of Ameri- 
can Democracy fall here and now, then let us con-' 
sider it the function of government to pay for all 
of the free work in voluntary hospitals. Our hos- 
pitals can function as free and independent in- 
stitutions only as long as they can function free 
from government control. It has been said that 
what people do themselves they do better. This 
is particularly true in the case of voluntary hos- 
pitals.” 

S. S. Goldwater, M.D., 
New York Commissioner of Hospitals. 
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Common Sense and Hospital Records 


EMANUEL HAYT, Counsel for the Association of Private Hospitals, Inc., 


and the Hospital Board of Trade, Inc. 
New York City 


HEN the New York State Legislature in 
Wi: enacted a law which made commu- 

nications between patients and physicians 
confidential, little was it realized what a heritage 
of headaches would be passed on to future gener- 
ations of hospital record librarians. 
mains today on the statute books in the same form 
as it was more than a century ago. 


According to this statute any information ob- 
tained concerning the patient by examination by 
the physician or communication between the phy- 
sician and patient is strictly confidential and is 
not to be disclosed. While nothing was said in 
the original statute about hospital records of pa- 
tients, by inference the charts of the attending 
physicians containing such information are con- 
sidered privileged. 


At the time the law was adopted, it was in- 
tended to encourage the patient to make all dis- 
closures to his doctor necessary to effectuate 
proper treatment, without the fear of later dis- 
closure before a public tribunal and consequent 
embarrassment or disgrace. Although the con- 
fidential privilege is dependent on the possibility 
that the information may cause the public “humili- 
ation, mortification, or disgrace” of the patient, 
the statute says nothing about these prereq- 
uisites; the courts themselves have written this 
requirement into the law. 


The Importance of the Doctrine of Privileged 
Communications 


One can readily understand the importance of 
the doctrine, where the patient may be suffering 
from a venereal disease, tuberculosis, or some 
other organic disability which may make him feel 
there is shame attached to his condition. Never- 
theless, the law as it is applied today forbids a 
physician from revealing even the fact that he 
treated a patient for simple contusions a.:d abra- 
sions. There is certainly very little that is dis- 
graceful about a fractured arm or leg; indeed, 
there is no reasonable relationship between trau- 
matic injuries resulting from accidents and the 
humiliation of the patient by revelation of these 
conditions. 


Today it may safely be said that the secrecy 
which is fostered between physician and patient, 


Presented at the Thirteenth Annual Conference of the Hos- 
my Association of New York State, New York City, May 20, 
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The law re- 


has outlived its usefulness to a large extent. In 
litigation cases the application of the rules of 
privileged communications no longer serves to pro- 
tect the patient and is sometimes used by him as 
a means of perpetrating a fraud upon third 
parties. For example, in every public liability 
case the person from whom damages is sought 
may demand a bill of particulars from the patient 
of his alleged injuries. The bill of particulars 
which is so furnished perhaps may contain either 
fictitious or very much exaggerated statements 
as to the extent of the personal injuries: There 
is no way in which the defendant can legitimately 
investigate the truth of these claims, except by 
a belated physical examination, in many instances 
long after many of the temporary conditions may 
have cleared up. This has been one of the chief 
complaints of the insurance companies. 


The Effect of Recent Legislation 


What has been the effect of recent regislation 
on the subject of hospital records? In 1936, our 
state legislature enacted what is known as Section 
189 of the Lien Law, which gives hospitals a lien 
for their services to patients in emergency acci- 


.dent cases, to be paid out of the proceeds of the 


action. A confusing provision has been included 
in this law to the effect that the person or corpo- 
ration “legally liable for such lien or against 
whom a claim shall be asserted for compensation 
for such injuries, shall be permitted to examine 
the records of any corporation, or other institu- 
tion or body maintaining such hospital in refer- 
ence to such treatment, care and maintenance of 
such injured person.” 


Privileged Communications and Liability Cases 


If we are to accept the interpretation given to 
this section by defendants and their insurance car- 
rier, one is forced to the conclusion that the privi- 
leged communications doctrine has been aban- 
doned so far as liability cases are concerned. 
Strangely enough, the Corporation Counsel of the 
City of New York has taken the position that in- 
surance carriers are entitled to examine the pa- 
tients’ records of the City Department of Hospi- 
tals, under the new Lien Law. The voluntary 
hospitals, however, have taken the stand that this 
permits the carriers to see only records of charges 
and the type of treatment given to the patient, 
but not to inspect the patient’s chart for the pur- 
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pose of learning the history and diagnosis. Dr. 
Claude W. Munger, president of the American 
Hospital Association, states that: “All the insur- 
ance company can get, out of the way the law is 
worded in New York State, is the name of the 
patient, date admitted, date discharged and 
whether he got well or died.” What this section 
means will have to be decided by an amendment 
to the law or interpretation by the courts. 


Workmen’s Compensation 


It is interesting to note the absence of secrecy 
in workmen’s compensation cases as compared 
with liability cases. No logical reason exists for 
any distinction between the confidential nature of 
the injuries of one injured in an industrial acci- 
dent and another who is hurt in an automobile 
accident. Yet there is a difference. By the 1935 
amendments to the Workmen’s Compensation 
Law, physicians are required to file a preliminary 
report of treatment, indicating both the history 
and the diagnosis, with the Industrial Commis- 
sioner, within 48 hours after the first treatment. 
A copy must be sent to the employer of the pa- 
tient as well. No one can say that the confidential 
status has not terminated with the mailing of the 
report to the employer. The employer usually 
forwards the report to his insurance company, 
and whoever may be handling the particular claim 
has access to it. 


It would seem that the original statute has been 
so perverted or changed as to destroy the original 
intentions of the lawmakers. In both liability and 
compensation cases, there is no provision in the 
law to entitle a patient to know his own injuries, 
but it does give that right apparently to third 
parties from whom money is sought. Carried to 
its logical conclusion, it might be said that the 
privilege ends when the patient seeks damages. 


A New York Court Decision 

As proof of the fact that the patient is not en- 
titled to know his own diagnosis or even the names 
of the doctors who treated him in a hospital, I 
want to refer to a court decision which appeared 
in the New York Law Journal on May 14, 1937, 
by Chief Justice Wendel of the City Court, New 
York County. A lawyer called at the Vanderbilt 
Clinic of the Presbyterian Hospital to demand the 
name of the physician who treated a patient. This 
information was refused by the superintendent, 
whereupon the attorney sought a court order to 
ascertain the name of the physician, for the pur- 
pose of bringing the doctor to court to testify as 
to the injuries and treatment. Judge Wendel held 
that there is no legal authority which entitles a 
lawyer to obtain this information. 


Although the attorney cannot secure the name 
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of the physician who treated the patient in order 
to prove the injuries at the trial, Section 296-A 
of the Civil Practice Act does allow him to ex- 
amine the doctor before trial to obtain his deposi- 
tion as to the diagnosis and treatment. By a 
strange anomaly, the law allows the doctor to 
testify as to the injuries, but does not permit the 
person seeking the information to discover the 
name of the doctor. 


The Lien Law 


The halo surrounding the confidential nature of 
medical records has caused a great deal of ill 
feeling between hospital executives and physicians 
on the one hand, and patients, lawyers, and in- 
surance carriers on the other. Now that hospitals 
are given a statutory lien under the Lien Law for | 
the amount of their bills, the institutions have a 


definite interest in the outcome of the patient’s 7 


damage suit. If the patient loses his case because | 
of his inability to prove his injuries, without the 
testimony of the physician who treated him, the 
hospital also may suffer. Should the patient win 
an award of less than $300, because of the failure 
of the hospital to cooperate in establishing the 
extent of the patient’s injuries, the hospital is de- 
prived of its lien under this new law. Expediency 
would appear to dictate the need for a reconsid- 
eration of the relationship of hospitals and law- 
yers and insurance carriers. 


Just as each hospital is a law unto itself as to 
its practices in giving out medical information, 
so each institution may have established different 
rules and restrictions on divulging the notes con- 
tained in patients’ charts. Some hospitals make 
no charge for giving abstracts of records; others 
make charges ranging up to $5.00. Certain insti- 
tutions will not permit the examination of charts, 
without the written authorization of the patient; 
others will not allow the chart to be inspected at 
all. Again, it is the practice of some hospitals 
to give the names and addresses of physicians, 
while others refuse such information. There is 
also variation in the practice as applied to x-rays: 
In some instances the original plates are allowed 
to be seen; most institutions will only give the 
x-ray readings. 


The Need for a Definite Hospital Policy 


There is need for the adoption of a definite 
policy by hospitals with reference to giving 


medical information to outsiders. For this 
purpose hospitals would do well to examine the 
regulations of the Neurological Institute of New 
York covering access to clinic and hospital rec- 
ords. The list of regulations prepared by this in- 
stitution comes very close to being a perfect 
standard. 
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The Importance of Patients’ Records in Pending 
Litigation 

Hospitals should realize the importance of hos- 
pital records in connection with pending litiga- 
tion. Patients who are injured in accidents 
usually give a true story of the occurrence when 
they are admitted to the hospital. In some cases 
it is later found that the history given by the 
patient as to how he was injured is entirely dif- 
ferent from the one alleged in the complaint for 
litigation purposes. At the time of the accident 
the patient’s mind may not have been concerned 
with questions of legal liability or theories of neg- 
ligence. In the process of securing damages for 
an injured client, the facts surrounding the acci- 
dent may become somewhat altered. The law 
being technical as to what constitutes negligence 
and contributory negligence, it is not surprising 
that histories change to meet the need. When 
claims are made for damages, past physical con- 
ditions are occasionally ascribed, innocently or 
otherwise, to the accident in question. Pre-exist- 
ing physical conditions usually are reported by 
the patient when he is first interviewed at the 
hospital and his history taken. Unless the pa- 
tient gives an authorization to the party whom 
he is suing or to the insurance carrier, the de- 
fendant often cannot ascertain the correctness of 
the claimant’s statements until the date of trial. 


No great imagination is needed to understand 
why insurance companies are so eager to ex- 
amine hospital charts. Many thousands of dol- 
lars can be saved by carriers if they are permitted 
to find proof in the patient’s chart of a version 
of the occurrence which eliminates the defendant’s 
legal responsibility for the accident. Likewise, if 
it can be found that old injuries contributed to 
the claimed disability or that the condition ante- 
dated the accident, the company is enabled to save 
large sums of money. Their inability to see the 
patient’s chart simply means that the carriers 
must make the best settlement they can before 
trial or wait until the date of trial and take a 


chance, so to speak, that the injuries are not as 
serious as they are asserted to be in the bill of 
particulars furnished by the patient to the de- 
fendant. 


When the Privilege of Secrecy for the Patient 
Terminates 


This situation has given rise to devious prac- 
tices on the part of both lawyers and insurance 
companies. Legal decisions have held that the 
privilege of secrecy in which the patient’s chart 
is enshrouded does not terminate until he takes 
the witness stand to describe his injuries. Then, 
and at that moment, the medical chart is no longer 
confidential! It is immaterial that the patient 
himself has revealed the exact details of his in- 
juries in the bill of particulars, long before the 
trial. Even while the hospital record is in court, 
with the trial a few minutes away, it still enjoys 
its confidential status. 


Obviously there is much common sense lacking 
in the treatment of the problem of hospital record 
information. Under the present customs and laws, 
patients may be prevented from obtaining early 
settlement of their cases; insurance carriers find 
it difficult to avoid exaggerated and fraudulent 
claims, not to speak of the obstacles the hospital 
is creating for itself in the way of early payment 
of its charges. 


The section of the law as to confidential com- 
munications should be eliminated or modified. The 
purpose of the statute is no longer present. In 
England, from which our common law springs, 
there is no such privilege between physician and 
patient. In the United States in recent years the 
courts of the various states, especially New York, 
have gradually limited this statutory privilege 
wherever possible. If the law were changed to 
bar the disclosure only of conditions which would 
subject the patient to “humiliation, mortification, 
or disgrace” in the public eye, the hocus pocus 
which has been built up around hospital records 
would give way to a policy of good common sense. 





What Automobile Accidents Cost 
the Hospitals in 1936 


There were 864,800 automobile accidents in 
the United States, causing 36,800 deaths and 
1,500,000 injured. The mortality rate for 1936, 
due to automobile accidents, was 27.6 per 100,000 
population against 2.2 in 1911, an increase of 
more than one fatality per 100,000 for each of 
the intervening twenty-five years. 


The majority of those who suffered injury were 
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indigent or unable to pay for their hospital care, 
particularly if their stay in a hospital was of 
long duration. 


During the year the hospitals throughout the 
country admitted 265,000 patients with injuries 
due to automobile accidents, and rendered serv- 
ice which cost the hospitals $17,000,000. The 
hospitals collected 51 per cent, or approximately 
$8,670,000. They Jost $8,330,000 of the total 
amount. 





Responsibility of the Community for an Adequate 
Medical Program 


GEORGE B. MANGOLD, Ph.D. 


University of Southern California, Los Angeles 


T IS only a few years ago that the hospitals 
gave serious attention to preventive work from 

‘the standpoint of the social components of ill- 
ness and disease. Before that, they thought only 
of its medical aspects. An attempt was made to 
carry out the program of preventive work in an 
entirely new field, when Dr. Cabot and Miss Can- 
non, his assistant, worked out the initial program 
for medical social service in Boston.’ Since that 
time, just a little more than thirty years ago, a 
very large proportion of the hospitals of the coun- 
try, particularly the large hospitals, have estab- 
lished systems of medical social service. 


I want to make a criticism on that work, how- 
ever. Unfortunately, in a very large number of 
the public hospitals, medical social service has de- 
generated into being very little more than finan- 
cial investigation. So far as it is just financial 
investigation, it accomplishes practically nothing 
except to decide whether a person shall receive 
medical care at this particular institution or pos- 
sibly be turned over to some other agency, but 
more likely not given any medical care in hospitals 
at all. 


Medical Social Work as a Preventive Method 


Our medical social service work as a preventive 
method can be very successful because we know 
or should know that the factors in disease are to 
a large extent sociological, psychological, and eco- 
nomic. It is possible to deal with an individual 
and eliminate from his mind those worries and 
those conditions which weigh so heavily upon him. 
As a consequence of freedom from worry, it is 
remarkable how easily many people will become 
cured of an affliction. 


Medical social service work, then, should not 
deal primarily with financial investigation but 
should deal with the problem of the individual. 
This may be a problem within the hospital or a 
condition that exists outside. When a woman, 
who is sick and is required to go to a hospital, 
has two or three little children, she is not going 
to respond to treatment easily unless her mind is 
at ease and she knows her children are properly 
taken care of while she is away from home. 


Presented at the Annual Convention of the Association of 
Western Hospitals, Los Angeles, California, April 12-15, 1937. 
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Of course, there are a great many varieties of 
difficulties from which individuals suffer. The 
American Association of Medical Social Workers 
has made a number of studies along this line. 
One worked out in New York City just came to 


my desk a few weeks ago. These studies show that 7 
for practically every individual who is on philan- | 
thropic care in one of our hospitals, there is in- | 


volved some problem other than the medical con- 
dition. These problems involve a medical situa- 
tion or a health situation at home as well as a 
non-health situation. Those that had to do with 
factors other than health, were more numerous 
than the ones that dealt with the details of health. 


These facts show that the medical social service 
worker has an important part in the program of [7 


carrying out the preventive plan which hospitals 
should institute and operate in the community. 
Accordingly when an individual is cured you may 
be sure he or she has become well and also that 
there is not likely to be a recurrence of the partic- 
ular disease in the family, and there will be no 
spread of those diseases which have possibilities 
for contagion. 


Important Aspects of Medical Social Work as a 
Part of Our Hospital System 


There are two or three very important aspects 
of medical social service work which should be- 
come a part of the system of every hospital deal- 
ing with philanthropic cases and with part-pay 
cases. I am quite sure that in full pay cases also 
there are many problems of this kind to be worked 
out by the medical social service worker. 


When we try to deal with the tuberculous and 
those who suffer from an occupational disease, 
then make no attempt after they have left the 
hospital to deal with the conditions that are re- 
sponsible for the disease in the first place, we 
have not gone very far in our program of preven- 
tive medicine, particularly when we know that 
the individual will simply repeat the disease and 
come back the second or the third time. I do not 
think that is fair to the individual for whom we 
have to care and for whom we have to pay. 


We need to work out from the hospital into the 
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community in such a way that all of these causes 
of illness and of disease will be prevented. But 
to do so requires more than the medical social 
service program, and for that reason I want to 
extend my remarks just a little further. 


The Relation of Hospitals to Other 
Public Health Groups 


There should be a better understanding between 
the hospital and the public health groups so that 
the latter will become aware of some of the difficul- 
ties and problems that the hospital group faces. 
I know from standing on the side lines, not from 
within, that sometimes there is not just the most 
brotherly feeling between those groups, but where 
the two groups work together the value to the 
patient cannot be over-estimated. 


It is not possible for the medical social worker 
to deal with the question of occupational disease 
because he or she has no control over the causes. 
If there is a factory or an establishment that uses 
white lead or that uses something which will 
poison the individual, he cannot do anything about 
it. It requires legislation or the work of the pub- 
lic health department which may be in a position 


At any rate beyond the medical service worker 


. is the public health work of the country and the 
| public health workers cannot content themselves 


merely with situations as they find them. They 


. must be instrumental in bringing about a funda- 
kK mentally better condition so that occupational dis- 
: eases and other social causes of disease will be 
» entirely prevented. 


: Responsibility of the Community to the Hospital 


Coming now to the responsibility of the com- 


munity to the hospital let me say that it is really 
the responsibility of the community to itself in- 
The community 
must use the hospitals to promote its general wel- 
fare. In order to illustrate my points I present a 


| few statistics taken from the reports of the Com- 
| mittee on the Costs of Medical Care. The foliow- 
| ing table will prove very illuminating: 


These figures show that out of 1,000 persons in 


| families having incomes of less than $1,000, 59 


individuals were receiving hospital care, although 
the standard requirement is 107. The group just 
above the line of dependency received even less 
care, since only 48 per cent of the number needing 
hospital care actually received it. It is interest- 
ing also to compare the groups in respect to the 
number of days of hospital care each received. 
Again the second lowest income group suffered 
most, receiving 666 days of hospital care although 
the standard is 1,384. A similar condition holds 
for health examinations but in this case every 
group fell far below the accepted standard. One 
fact, however, stands out clearly, namely, the very 
poor receive much hospital and medical care from 
our public institutions, while the groups just 
above poverty line receive neither public hospital 
care nor adequate care in private institutions. 
They cannot pay the full price of hospital serv- 
ice; they will not accept charity and therefore 
they become the victims of neglect. Families with 
incomes of $10,000 or more receive from three to 
four times as many health examinations as do the 
families earning less than $2,000. 


In respect to the surgical cases that are hos- 
pitalized, you will notice that the lowest income 
group and other low income groups have almost 
met the standard. The hospitalized cases having 
special nurses—those with an income of $10,000 
and over—are receiving more services than seem 
to be needed to supply standard care. That is, 
it looks as though some of the wealtuiest people 
are getting a little more hospital care than is 
necessary. 


Home Office and Clinic Calls 


The home, office and clinic calls are given as 
1,931 for families with incomes under $1,200; 
2,045 for those with incomes from $1,200 to 
$2,000; 4,734 for the $10,000 group and the 
needed calls number 5,647. In other words, the 
two lowest groups are getting little more than 
one-third of the amount that is needed, accord- 
ing to this standard. 


The Public Has Not Accepted Its Responsibility 
for Adequate Hospital Care 


These figures seem to show that the public has 
not accepted its responsibility to the people for 


Services in Families with Specified Incomes (Number per 1,000 Individuals) 


Under 
$1,200 
Hospital Cases 
Days of Hospital Care 
Health Examinations 
Immunization 
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$1,200 to 


Services 

Needed to 
$5,000 to $10,000 Supply Good 
$2,000 $10,000 and Over Medical Care 


52.4 79.3 98.0 107.0 
666.7 840.3 1,200.8 1,384.7 
68.0 121.7 234.0 941.9 
49.2 84.3 120.0 185.3 





Services in Families with Specified Incomes (Number per 1,000 Illnesses) 


Under 


$1,200 
Hospitalized Cases 
Surgical Cases Hospitalized 
Cases Having X-ray 
Cases Having Laboratory Service 
Hospital Cases Having Special Nurses 


adequate hospital care. We have, as may have 
been said in this convention, 7,000 hospitals in 
America with accommodations for close to 
900,000 persons. We have more than 2,000,000 
people ill at any one time. .Of these there are 
many who ought not to receive hospital care. 
Others are naturally required to be in hospitals 
a long time, as in the case of tuberculous individ- 
uals and others. Our hospital facilities today are 
taxed beyond reasonable capacity. They are not 
adequate for the very poor; they are not nearly 
adequate for the group immediately above this 
class; in fact they seem inadequate all along the 
line except for persons whose incomes are from 
$5,000 to $10,000 and over. Not until then do 
we find the facilities approaching the standard 
amount of hospital care needed. 


Therefore, we see that the responsibility of the 
public to individuals for their health by means of 
the hospitals and in other ways, has not been 
properly met. We know also that there is a finan- 
cial and an economic condition there that we have 
to work out. If we do not do so I see of no way 
of securing to individuals the health to which 
they are entitled. 


I have said elsewhere that no person who has 
been neglected by the community and who grows 
up in ill health and whose ill health might have 
been prevented by means of the proper machin- 
ery, will thank the community in later years be- 
cause of that neglect. Such a person is likely to 
become a very bitter and unsocial individual later 
on. I do not particularly blame him. We have a 
responsibility to individuals for their health just 
as we have a responsibility for their education. 


Religion—Education—Health 


Religion, Education and Health—these three 
are important items and are the big factors in 
the lives of individuals. We have handled the 
subject of education with quite a degree of ade- 
quacy and have left health not so much to the 
public as we have merely allowed the problem to 
drift. The time has come when we must face 
this question seriously and develop each of the 
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Services 
Needed to 
Supply Good 
Medical Care 
121.2 

51.3 
186.4 
581.7 
578.0 


$10,000 

and Over 
88.2 
62.6 
75.4 
132.3 
685.0 


$1,200 to 
$2,000 
65.0 
42.0 
25.2 
61.6 
125.0 


agencies necessary not only to give proper hos- 
pital and medical care to individuals but also to 
promote health and to improve the general social 
conditions on which the health of the community [ 
depends. Our program must go far beyond con- f 
structive work with individuals; it must envisage 
the health and welfare of the entire group. 


Providing Hospital Care 


Method of providing hospital care and methods 
of making it possible for individuals to finance 
their hospital care are propositions that must be 
faced, that must be worked out and solved from 
the standpoint of the community. And let me say, 
the task cannot be done from the standpoint of 
the doctors; it must be done from the standpoint 
of society as a whole, of which the doctors are but 
a part, even though they are a very important 
part. 


I am happy to know that the hospital associa- 
tions of the country have gone a long way in the 
direction of working out those problems but there 
still is a long way ahead. One of our problems 
to provide adequate hospital care so that we do 
not have, as we have in this part of the country 
right now, hundreds of cases of tuberculosis that 
ought to be receiving care but that cannot, either 
in public or private institutions, because the hos- 
pitals are overcrowded. What is true here, doubt- 
less holds for other parts of the country as well. 


Placing Health Promotion ‘and Health Care 
on an Efficient Basis 


These are the conditions that cry to the public 
for relief. The hospitals cannot meet the situa- 
tion nor can the doctors do so. It depends on 
the public to use the hospitals and the doctors 
wisely and to develop the conveniences that will 
make possible the kinds of medical care which 
will place health promotion and health care on 
the same basis of efficiency as that which we have 
today in the field of education. 


We provide education because we know that it 
is essential to good citizenship and to social liv- 


HOSPITALS 





hos- 
so to 
social 
unity 


con- fF 
isage Ff 


ing. In similar fashion we must provide health 
and medical care since these factors are equally 
necessary in the economy of successful living. 


To summarize, permit me to say that we have 
developed a considerable system of hospital care 
for those whom some are pleased to call indigents 
or paupers but that even these are not receiving 


adequate care. The lowest so-called self-support- 
ing group is receiving less care of certain types 
than the group that is actually indigent and that 
we are doing little to correct this mischievous 
condition. It is utterly unsocial to handicap 
young men and young women with lifelong ill- 
health merely because they or their parents have 
been unable to give them adequate medical care. 
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Modern Miracles 


HARVEY AGNEW, M.D., Secretary 


Department of Hospital Service, Canadian Medical Association, Toronto, Ontario, Canada 


sodes in the life of Florence Nightingale. 
This courageous woman, without realizing 


T sexes are many interesting dramatic epi- 


) the significance of what she was doing, started a 
» movement which has spread with ever-increasing 
» force throughout the world. 
j ized our whole conception of nursing, and the re- 
) sults have been of direct personal benefit to prac- 
) tically every one. 


It has revolution- 


When all other details will have been forgotten, 
the Crimean War will be remembered as having 
given to the world the “Lady With the Lamp” 


| and that first training school for nurses at St. 


Thomas’s in London. 


It may not be generally realized that in Canada 
alone some sufferer is admitted to one of our 
public hospitals every fifty seconds, or that, 
on an average of every seven minutes, a brand 
new Canadian gives its first yell in one of these 
institutions of mercy. Because of the vital part 
in our lives played by the hospitals, we observe 
National Hospital Day on, or about, the birthday 
of Florence Nightingale, May twelfth. 


Irrespective of how literally we interpret the 
recorded miracles of old, we do know that modern 
miracles are being performed today. 


Of most dramatic appeal is surgery. When we 
realize that our doctors now think little of remov- 
ing an entire lobe of the lung, or the entire 
stomach, or expose and operate upon the heart 
itself, we appreciate how many lives have been 
Saved which, in a previous period, would have 
been doomed. When brain surgeons start delving 
into our cranium and remove whole portions of 
the brain without deleterious effect, we wonder 
what is really essential. 


The new anesthetics have largely removed the 


Radio Broadcast over C.B.C. Network, May 16, 1937. 
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dread of an operation and have reduced to a re- 
markable degree the pain of childbirth. 


We benefit from less dramatic miracles just as 
much. Undreamed of accuracy in diagnosis is 
now possible. The newer knowledge of the com- 


plete chemistry of the blood and of other body 
fluids has given us a new standard of accuracy in 
diagnosis—and in prognosis too. 


Year by year more scourges are being con- 
quered. Special sera, radium, deep therapy, high 
voltage x-ray machines, short wave treatment ma- 
chines, new chemicals, and gland extracts like 
insulin have cured or helped untold thousands. 
There is now being built an x-ray treatment 
machine carrying 1,200,000 volts of electricity, 
with power equal to one hundred million dollars 
worth of radium. 


In these achievements our hospitals have played 
a notable part. Without their facilities, their ex- 
pensive equipment, highly organized services and 
skilled personnel, many of the new methods of 
diagnosis and treatment would not have been 
developed, or could not be used. 


Our hospitals deserve your warmest support at 
all times. Our public hospitals, which provide 
over 98 per cent of all of our hospital beds, never 
declare a dividend; about one-half of their 
patients pay nothing towards their maintenance 
and but a small percentage pay actual cost or 
more; salaries are small, altogether too small 
when we consider the training required, the re- 
sponsibility, and the exposure to infection; our 
doctors work hours on end caring for free 
patients and never get a cent for it. 


Your hospital is the greatest single asset in 
your community. There is no community en- 
deavor which pays as high dividends in health 
and happiness as does your hospital. 





Hospitals and Radiologists 


zations of professional groups participating in 

the service provided for our patients should 
always be on a fair and equitable basis. These re- 
lationships should never be conflicting but should 
be mutually helpful and understanding. They 
should be based upon the sound policy that the 
interests of the patient must be first served, and 


T= relationship between hospitals and organi- 


those of the hospital and the professional group 
should follow. 


The hospitals, through the Subdivision on Asso- § 
ciation Relationships of the Council on Comm. | 


nity Relations and Administrative Practice of the 
American Hospital Association, with the very gen- 
erous cooperation of the Radiological Inter-Society 
Committee, have established the following: 


The Principles of Relationship 
between 
Radiologists and Hospitals 


In view of the current discussions concerning 
the relationship of radiologists to hospitals and 
because of the desirability of protecting the pub- 
lic, of maintaining radiological services of high 
efficiency, and of safeguarding the hospitals, the 
hospital radiologist and the interests of the non- 
hospital radiologist, the following basic principles 
are hereby approved by the Board of Trustees of 
the American Hospital Association. 


1 The radiological service of the hospital shall 
be maintained primarily for the benefit of the 
sick. 


2 Every hospital radiological department 
should be under the direction of a competent radi- 
ologist, preferably a diplomat of the American 
Board of Radiology* or one who is working toward 
that objective. If, because of size or isolation, 
such arrangement be not feasible, some member 
of the general medical staff trained in radiology 
should be in charge and a consultation service ar- 
ranged with a nearby radiologist. 


3 The radiologist is entitled to recognition as 
a professional member of the medical staff and as 
head of a hospital department. 


4 The preservation of the unity of the hospital 
and its component departments and activities is 
an essential administrative principle. This prin- 
ciple can be maintained without any infringement 
on professional rights or professional dignity. 


5 Inasmuch as no one basis of financial ar- 
rangement between a hospital and its radiologist 
would seem to be applicable or suitable in all in- 
stances, that basis should be followed which would 
best meet the local situation. This may be on the 


*In Canada this would read ‘American Board of Radiology 
or an equivalent body.” 
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basis of salary, commission, or privilege rental, | 
but in no instance should either the hospital or | 


the radiologist exploit the other or the patient. 


6 When an arrangement is effected whereby 
the radiologist of the hospital pays a rental for 
space and service, cares for non-pay patients and 
in return retains all private fees collected, such 
contract should clearly cover the.matter of depre- 
ciation of equipment, replacements, and additions, 


should protect the radiologist against excessive 7 
non-pay work and should take into consideration | 
the “good will’ by virtue of which a large propor- . 


tion of. the paying clientele is attracted. 


Approved by: The Radiological Inter-Society 
Committee (officially representing American Col- 
lege of Radiology, The American Roentgen Ray 
Society, The Radiological Society of North Amer- 
ica, and The American Radium Society), The 
American College of Surgeons, and The Council 
of Medical Education and Hospitals of the Amer- 
ican Medical Association. 


The American Hospital Association and the 
Radiological Inter-Society Committee view with 
disapproval the proposal that the actual cost of 
films and associated overhead be separated from 
the professional charges of the radiologist or that 
the responsibility for this department be divorced 
from the hospital. While in many instances this 
would be a financial relief to the hospitals, it would 
probably result in frequent omission of the radio- 
logical consultation with a specialist in radiology, 
would mean less efficient radiological service with 


potential legal complications and would tend to — 


create difficulties with national and other organi- 
zations requiring supervision of the radiological 
work by a competent radiologist. 
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A Model Fracture Room 


WILLIAM DONALD DAVIDSON, A.B., M.D., Orthopedic Surgeon 


Protestant Deaconess Hospital, Evansville, Indiana 


bed capacity is now caring for an increasing 

number of fractures, many of which are of 
a complexity which has been seen previously 
only in large clinics. This increase is due, mainly 
to the many automobile accidents along the high- 
ways. 


To average general hospital of 100 to 200 


The experience is that the usual fracture and 
plaster room, placed in a room devoid of all con- 
veniences and unsuitable for any other purpose, 
functions imperfectly and causes unnecessary con- 
fusion and delay. Such a situation existed at the 
Protestant Deaconess Hospital of Evansville, 
Indiana. 


The administrator, realizing the urgent and in- 
creasing need for a unit which would permit effi- 
cient treatment of fractures, requested the roent- 
genologist and the writer to design such a room. 
His interest and cooperation encouraged the offer- 
ing of suggestions for the remedy of faults that 
existed. 


All work was done by the hospital mechanics, 
under the direction of the superintendent of main- 
tenance, whose ingenuity and technical advice 
materially improved the original plans. As a re- 
sult the Deaconess Hospital now has a fracture 
and plaster room which is so satisfactory that it 
is felt it can serve as a model for other hospitals 
contemplating a similar installation. 


The old plaster room was located in a small 


logical departments. The partition between it 


© room 13’3” x 20’2” in size, with two windows and 


two doors. Wooden shutters were made for the 


The Fracture Table 


A new Hawley-Scanlan fracture, x-ray, and or- 


| thopedic table was purchased, which makes pos- 
: sible the reduction of fractures with the aid of 
the fluoroscope and which permits radiography of 
| the entire body from head to foot. The elimina- 
| tion of the necessity of moving the patient back 
| and forth from the x-ray table to fracture table 
nd to F avoids unnecessary pain and handling. The table 
' is so designed that the x-ray unit may be readily 
» maneuvered, while the various sections of the 
| table top are composed of a special x-ray grade 
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of plywood covered with bakelite, which permits 
the free passage of x-rays. 


The X-Ray Unit 


The bi-plane, shock proof x-ray unit is composed 
of a control board, and an adjustable stand bear- 
ing the two tubes and the fluoroscopic screen 
holder. The design of the table permits adjust- 
ments to be made from the opposite side of the 
table from that on which the surgeon is work- 
ing, while the two tubes, independently controlled, 
provide for both lateral and postero-anterior 
fluoroscopy without adjustment of the apparatus. 
If desired, the two screens may be removed from 
their holders, and cassettes substituted, allowing 
a permanent record to be made without disturb- 
ing a sterile field. 


Though many adjustments are possible with 
the table, nevertheless,:in some instances it is 
necessary to apply plaster jackets in suspension 
by means of the Sayre apparatus. A gas pipe 
frame 36” wide and 8’ high is used for this pur- 
pose. One upright is permanently attached to 
the wall by swivels; the other upright is attached 
to a self-locking caster. When not in use, the 
frame rests flat against the wall; to make it ready 
for use, the caster permits rolling the outer up- 
right through an arc of 90 degrees in which posi- 
tion it is locked. The frame is stable, and the 
patient by grasping the uprights prevents rota- 
tion of the body while the cast is being applied. 


The Plaster Bench 


One entire side of the room is occupied by the 
plaster bench unit as designed by the author and 
the superintendent of maintenance. It incorpo- 
rates features of original design as well as many 
other features adapted from other hospitals. At 
the extreme left is a sink large enough to easily 
accommodate a pail. A large single swivel faucet 
permits rapid filling of a pail with water of any 
desired temperature. Beneath the sink is a spe- 
cial plaster trap, designed by the hospital engi- 
neer, so that particles of plaster are caught before 
entering the main waste line. This trap is easily 
cleaned. 


The Work Bench 


The work bench is 28” deep, and on the extreme 
right is 40” high sloping downwards to a height 
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of 37” on the left where the top slightly over- 
hangs the sink. The top is covered with monel 
metal and a rim surrounds it except at the left 
where the rim runs obliquely to the edge, leaving 
the posterior two-thirds open. Five doors, four 
arranged in pairs, serve the storage compart- 
ments, while a sliding shelf is placed between the 
top and the last door on the right. A scale is 
painted along the backboard to serve as an aid 
in estimating the length of plaster slabs. An ad- 
hesive plaster rack is fastened above the bench. 


The arrangement of the top serves two pur- 
poses. Following application of a cast, the metal 
top is easily cleaned as all waste drains into the 
sink. The other purpose deals with the fashion- 
ing of plaster slabs or reinforcements. To be suc- 
cessfully used these must be wet and must be 
made rapidly and applied before the initial set- 
ting occurs. The design of the top permits the 
bandage to be laid on the table and unrolled from 
right to left with sweeping motions of the left 
hand, the slant facilitating rolling. The bandage 
is unrolled to a distance of twice the desired 
length. It is then readily doubled back by lifting 
the unrolled portion, and the process is repeated 
until the slab is completed. In this fashion slabs 
are fashioned much more rapidly than usual. 
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The shelf provides a resting place for the pail 
of water. When larger casts are to be made two 
buckets of water are used, the second remaining 
in the sink until needed. Lining sacks have been 
made for the pails. Waste plaster remains in the 
sack, which is removed before the waste water is 
discarded. The waste plaster is easily removed 
from the sack and the difficulty of scraping it 
from the pail is avoided. 





















The five cupboard doors serve three compart- 
ments. These have been so designed that only 
one door need be opened at a time—in order from 
left to right as the various elements of a cast are 
applied. Stockinet is stored in the first cabinet, 
the rolls being threaded on two horizontal iron 
rods which are removable. It is not necessary to 
remove the stockinet from the cabinet and risk 
soiling it, but the desired width is quickly selected, 
the proper length unrolled and cut. Shutting the 
door puts the stockinet back in storage. 


Compartment for Felt and Sheet Wadding 


The second and third doors serve the second 
compartment which contains felt and sheet wad- 
ding. The felt is stored in the bottom of the 
compartment while the various widths of the 
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sheet wadding are stored according to size on cetera. <A tarpaulin for covering the floor is kept 
two shelves. folded near the cabinet. 




































The Plaster Compartment The Splint Room 


The fourth and fifth doors serve the plaster A small well lighted room 46” x7’ adjoins the 
compartment. The one long shelf is of full depth fracture room and serves as a splint room. Thomas 
in that portion behind the third door but is stepped splints and various other metal splints are kept 
back for a distance of 6” behind the fourth door within this room on shelves and hooks. Rolls of 
for a purpose discussed in the next paragraph. sash cord, foot pieces, pulley and spreader blocks, 
The plaster bandages are stored according to size. pulleys and weights are all neatly stored on the 


Strips of yucca board and of metal reinforcement shelves. A set of Goldthwait irons, a Soutter trac- 
are likewise kept within this compartment. tion apparatus, and a spica box which is most 
convenient when spicas are being applied to chil- 


The Tool Rack dren are kept also within the splint room. The 

larger and more bulky pieces of equipment, such 

To keep all the tools used in cast work together as Balkan and rainbow frames and fracture 
and yet instantly accessible, the inner surface of boards, are stored elsewhere. 


the fourth door forms a tool rack on which they 
are hung. These include two Murphy and one 
Ridlon plaster knives; a Bard Parker handle with 
several blades; a small carborundum stone; a rub- 
ber ear syringe; two pairs each of cast cutters, 
one a Carey (the most satisfactory), the other a 
i Stille; a pair of Hoke cast spreaders; a pair of 
"} bending irons; a pair of tailor’s scissors with 6” 
blades and a pair of dressing scissors. 


The plaster and fracture room of the Deaconess 
Hospital represents the coordinated efforts of the 
entire hospital staff, urged on by the administra- 
tor’s desire that the completed unit should be 
satisfactory in every respect. By giving consid- 
eration to every phase from the arrival of the 
patient to the disposal of the waste not only has 
the patient’s welfare been assured but provision 
has been made for the efficient use of all mate- 











There is also a large cabinet in one corner of rials and equipment, and unnecessary labor and 
the room. In it are contained a sterile Kirschner repairs abolished. From every standpoint, the 
wire set, a dressing tray, gloves and gowns, the room has proved to be so satisfactory that the 
various accessories for the fracture table, et entire hospital feels that it is a model unit. 
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The Sun Roof on the Presbyterian Hospital, Chicago. 
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Chicago, Illinois. Chicago, Illinois. 
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Medical Director, Rochester General Hospital, 
Rochester, New York 
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NATHANIEL W. FAXON, M._D., WINFORD H. SMITH, M_LD., 


Director, Massachusetts General Hospital, Director, Johns Hopkins Hospital, 
Boston, Massachusetts Baltimore, Maryland. 
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S. R. D. HEWITT, MB., WILLIAM H. WALSH, M_.D., 


Superintendent, St. John General Hospital, Hospital Consultant, 
St. John. N. B., Canada. Chicago, Illinois. 
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FREDERIC A. WASHBURN, M_D., 


Director, Cambridge Hospital, 


ie 


CAD 
FANIL 
X 


ve 


Cambridge, Massachusetts 


\ 
SN 


BION 


SUSE MUS NUS WSUS MUS BS HS WYSE ES RUS 


HOSPITALS 















"45 
ie 









+ 


vena 






y 








| 
~ 
Jes 





SU 


JB 






NAIM 
+ 







aN 


Nios 
Y 


N 
> 


4 
MZ 










"45. 
a, 


BUN is 


y 







v 





na 


Wy 
WY, 


BI 


\y 
SS 


y 


4 
oO 


laa) 


VIS 


Ry 
> 


Las 


"45. 
ZA 


Si} 
ay 


oy 
AY 


BOS 





















PERE Eke CAE SOUS 


Bi ses asia sa eae 





Dr. Warren L. Babcock 


At the annual meeting of the Board of Trustees 
of Grace Hospital, Detroit, Michigan, Dr. Bab- 
cock announced his resignation as superintendent, 
effective October 1, after 34 years of continuous 
service. Upon his retirement, Dr. Babcock will 
be succeeded by Dr. Edmund F. Collins. 


For many years Dr. Babcock has been recog- 
nized as a leader in the medical and hospital field. 
He was one of the founders of the American Hos- 
pital Association and was its ninth president in 
1911-1912. He was graduated from the New York 
College of Physicians and Surgeons in 1893. He 
became assistant surgeon of the Spring Grove 
State Hospital for the Insane at Catonsville, Mary- 


3 land, in 1893, assistant physician of the Bingham- 


ton State Hospital in 1894, assistant physician for 
the St. Lawrence State Hospital in 1895-1902, 
chief surgeon for the New York Soldiers and 


q Sailors Home in 1902-1904 and was appointed su- 


perintendent of Grace Hospital, Detroit, in 1904. 


Dr. Babcock had a distinguished service in the 


4 World War. He was commissioned in the Medical 
> Corps, U. S. A., in 1917 and promoted through 
| the grades to the rank of Colonel, November, 1918. 


He was surgeon of the Sixth Regiment, Coast 
Artillery Corp, 1917, and Commanding Officer of 
Hospital No. 3, Paris, France, in 1918 and Base 


|) Hospital No. 6, Bordeaux, France, in 1918-1919. 


He was made an Officer of the Legion of Honor 
of France. 


Dr. Babcock, while retiring from active work 
in the hospital administrative field, retains his 
interest in hospitals, and more particularly in the 
institution which he has done so much to develop. 
He was elected a member of the Board of Trus- 
tees and re-elected treasurer of Grace Hospital. 


Another of the founders of our American hos- 
pital system is retiring from active service. To 
these pioneers, the patient, the public, and those 
who build, endow, and support hospitals, are un- 
ceasingly grateful. They built their hospitals and 
our hospital system upon the solid foundation of 
service to the patient, and upon community con- 
fidence. They were men and women of vision, 
equipped with the industry and the ability to orig- 
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inate, construct, and administer the sound policies 
that established their hospitals as leading institu- 
tions. What good we have enjoyed in the past, 
what large benefits may come to our hospitals in 
future years, is due in a large measure to their 
work and their achievements in their chosen field. 





Where Do We Go From Here? 


1932 


In 1932 the Committee on the Costs of Medical 
Care made these statements: “The Committee 
recommends that medical service both preventive 
and therapeutic should be furnished largely by 
organized groups of physicians, dentists, nurses, 
and other associated personnel. Such groups 
should be organized preferably around a hospital 
for rendering complete home, office, and hospital 
care. The form of organization should encourage 
the maintenance of high standards and the de- 
velopment or preservation of a personal relation 
between patient and physician. 


“The Committee’s most fundamental specific 
proposal is the development of suitable hospitals 
into comprehensive medical centers, with branches 
and medical stations where needed, where the 
medical professions and the public participate in 
the provision of and the payment for, all health 
and medical care, with the professional aspects of 
the service under the control of professional per- 
sonnel. Existing hospitals may become com- 
munity medical centers. * * * The services of com- 
munity medical centers must be co-ordinated with 
some plan of group payment. The functions of a 
community medical center will prebably include 
various clinical, therapeutic, and preventive serv- 
ices which are now often provided by official health 
agencies. This fact should not, however, impair 
to any degree the authority, responsibility, or ad- 
ministrative functions of the health department.” 


This was and is a challenge to the hospitals of 
the United States. It was the basic recommenda- 


tion of the Committee, a recommendation of tre- 
mendous importance to hospitals since it definitely 
placed them as the center around which all medi- 
The immediate prob- 


cal service should rotate. 
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lems created by the depression prevented adequate 
attention being paid to this and nothing was done 
about it. 


1937 


With the depression over the time has come to 
take up consideration of these suggestions. Take 
up the report of this Committee and read again 
its suggestions for carrying out these recom- 
mendations relating to hospitals; the inclusion of 
general practitioners on the hospital staff; the 
organization of medical, dental, and nursing 
groups; the development of pay clinics and middle 
rate hospital service; the provision of physicians’ 
offices in hospitals; the formation of organized 
nursing service to supplement private nursing 
with group nursing and the development of home 
nursing from hospital centers. 


Read these over and think how they would af- 
fect your hospital and your community and what 
you can do about it. The depression has taught us 
that the care of the sick in the home or hospital 
is after all a community responsibility. Whether 
they are cared for through private philanthropy 
in voluntary hospitals or through tax funds in 
public hospitals matters not so long as they re- 
ceive care. Hospitals, whether governmental or 
non-governmental, are cooperative not competitive 
institutions. Moreover, we now appreciate more 
than ever before that the success of preventive 
and therapeutic medicine is a joint product of the 
efforts of doctors, nurses, hospitals, and health 
departments and that the public and private divi- 
sions of these groups can and should work 
together. 


The Committee further said, “The outstanding 
need is for effective leadership.” This was and is 
a second challenge. Hospital administrators: Op- 
portunity and necessity are both knocking at your 
doors. Are you ready and will you answer this 
call and provide the leadership? 


Looking Down the Road 


The wise man does not live for the day alone 
but gives some thought for the future. If this 
applies to the individual, it is also applicable and 
with redoubled force to the hospital with its in- 
creasing annual outlay, its investment, its de- 
pendent personnel and, above all, its tremendous 
responsibility to the community. No matter what 
social changes take place, there will always be the 
sick and the need of hospitals for their care; such 
provision means constant capital and maintenance 
expenditure. From whence will the wherewithal 
come a generation hence? 
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We got along very comfortably until a few years © 
ago. Generous hearted philanthropists actually 
seemed to vie with each: other in erecting hospi- 
tals, in providing endowments, and in shouldering 
deficits. Church organizations had more money 
then to invest in hospital work. After the War 
there was a wave of construction of “memorial” 
hospitals, particularly in smaller communities, 
With the depression, hospitals had to draw in 
their belts, so to speak, but most people felt that 
this was only a passing phase, a turn of the cycle, 
which would be but a temporary inconvenience. | 


But even he who runs cannot but read the hand. | 
writing on the wall today. Times have changed : 
very definitely. Opportunities for making big for. | 
tunes are much decreased. Taxation and succes- 
sion duties have so decanted the liquid assets from § 
estates that, though the spirit be willing, gifts | 
are often withheld lest death plunge the appar- | 
ently ample estate into insolvency. Of even : 
greater significance is the effect of bitter indus- 7 
trial dispute upon the milk of human kindness. | 


It is now realized that relief is not a temporary | 
measure, but will be permanent. Unemployment : 
will persist. Voluntary and other hospitals which | 7 
have borne a share of the charity load, sometimes | 


with the help of local welfare funds, now realize | 9 


that the time has come when the present hap- : 
hazard, if any, method of distributing public 7 


funds to assist in part in the provision of indigent 77 


hospital and medical care must be replaced by 
carefully planned system of hospitalization of the 
poor, which will lessen this burden on the vol- : 
untary hospital and put these contributions on a [7 
less fluctuating basis. Undoubtedly our hospitals | 
and welfare organizations will be drawn closer to- 
gether. It was significant that, at the recent meet- 
ing of the American Public Welfare Association f 
in Indianapolis, a session was devoted to hospital 
care and the president of the American Hospital 
Association, the chairman of the Council and one 
of the trustees were invited to participate. 


Group hospitalization solves one problem—that 
of the hospitalization of the employed group. But 
what of the others? Endowments can never suf- 
fice, except in a few instances. It would be a fatal 
mistake to lessen our efforts to encourage philat- 
thropy and charity, to do so would be disastrous 


_to the spirit of our hospitals, but we must face 


facts and if, in the presence of rising costs of 
operation, increased non-remunerative demands 
and higher standards of efficiency, charity obvi- 
ously cannot continue to meet the situation, the 
ultimate hope of our voluntary hospitals would 
appear to lie in the development to a greater de- 
gree of cooperative non-political community and 
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state effort, whereby collective society as a whole 
supplements the commendable but not quite ade- 
quate support of voluntary individual effort. 
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The Catholic Hospital Association 


Over 2,000 nuns from Catholic hospitals as- 
sembled in Chicago, June 14-18, for the twenty- 
second annual convention of the Catholic Hospi- 
tal Association. 


The impressive program had for its general 
theme education not only of doctors, nurses, sub- 
professional groups, and other personnel, but also 
the public at large. It is apparent that this great 
organization, through its thousands of devoted 
priests and sisters, is making rapid progress in 
the elevation of all standards applying to present 
day hospitals—magnificent buildings, excellent 
equipment, educated personnel, and above all, sis- 
ters who have taken the vow of service to human- 
ity and sacrifice their whole life to the helping of 
the sick and suffering. 


This notable group, under the forceful leader- 
ship of the Reverend A. M. Schwitalla, S.J., a 
philosopher, an administrator and educator, dis- 
cussed in a most deliberative and serious manner, 
practically every aspect of hospital administra- 
tion as set forth in the splendid five day program 
for general assemblies and group conferences. 


One who was privileged to listen to Father 
Schwitalla’s inspiring appeal to the sisters for 
the closest possible cooperation and most energetic 
endeavor to resist the apparent nation-wide move- 
ment to extend and promote the tax-supported in- 
stitution at the sacrifice of the private or vol- 
untary hospital, could not but feel that there is 
a serious crisis facing the hospital field as a whole. 
In this discussion it was learned that more than 
200,000 hospital beds were added to federal, state, 
county and municipal hospital beds of the pre- 
vious year. This vast increase in so short a time 
means nothing more than encroaching upon the 
private or voluntary hospital. People are looking 
more and more to the government for welfare as- 
sistance, an important phase of which is proper 
medical care. 


We all realize what a calamity it would be to 
hospitalization if the voluntary or private hospital 
should cease to exist, particularly when these have 
been the backbone of the hospital system in Amer- 
ica. Tax monies are being poured into communi- 
ties to assist public hospitals, but little or nothing 
is being given to voluntary or private hospitals 
despite the fact that they are doing a large amount 
of charity work. 
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The time has arrived when all hospital asso- 
ciations and groups interested in the institutional 
care of the sick, must stand together for the pro- 
tection of the voluntary hospital. What a tower 
of strength there would be in the combined efforts 
of the Catholic Hospital Association, the Ameri- 
can Hospital Association, the American Protestant 
Hospital Association and allied organizations, to 
thwart any attempt to socialize our voluntary or 
private hospitals or to substitute the tax-sup- 
ported hospital for the voluntary or private hos- 
pital. In this statement there is no intention of 
belittling or condemning tax-supported hospitals 
as they now exist. This matter requires grave 
consideration. 


—— 


A Point of View 


The opinion that there is a lessening of dis- 
cipline in nursing schools and a lack of respect on 
the part of student nurses, graduate nurses, and 
nurse supervisors is a perplexing problem which 
has confronted hospital superintendents and di- 
rectors of nursing schools for many decades. — 


It is not uncommon for a superintendent ofa 
hospital to hear the members of his medical staff, 
or a visiting doctor, remark that it is more diffi- 
cult today to obtain discipline than it was a num- 
ber of years ago; that there exists in general a 
more careless attitude and a less conscientious ef- 
fort to serve. These same remarks have been made 
in the past, and, we may be sure, will be made in 
the future. 


It is true that there is a distinct change with 
respect to attitude and outlook on life on the part 
of the younger generation, made so by present- 
day conditions. Modern inventions, present-day 
amusements, the tendency of parents to shift the 
responsibility of disciplining their children to pub- 
lic schools and institutions all leave their impres- 
sion on this younger group, and a more independ- 
ent attitude undoubtedly has been created. 
Doctors, hospital administrators, and directors of 
nursing schools must keep in mind the trend of 
the times in arriving at a conclusion as to the 
method to use in dealing with these young people. 


If a conscientious study is made of conditions 
as they exist in 1937, undoubtedly there will be 
found in spirit the same respect and courtesy dis- 
played today by both student and graduate nurses, 
as that accorded in days gone by. 





Fair Trade Practices 


Hospitals have been regarded as not being en- 
gaged in a competitive activity, and accordingly 
have enjoyed many favorable purchasing agree- 
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ments. But with the present increasing demand 
for regulation of trade practices, it is necessary 
that hospital administrators observe fair trade 
practices if their favorable purchasing power is 
to continue. 


The Robinson-Patman amendment of 1936 to 
the Clayton Act gave the Federal Trade Commis- 


sion further authority for the regulation of such — 


trade practices as substantially tend to lessen 
competition or to create a monopoly. 


In addition to the Federal Act, forty states have 
passed fifty-eight acts relating to anti-discrimina- 
tion, resale price maintenance, or fair trade prac- 
tices—twenty-eight of which were passed this 
year. The legislature of six of the remaining 
eight are now considering similar measures. This 
clearly shows the immediate drive that is being 
made by its proponents for this type of legislation. 


Hospitals have considered that they were not 
engaged in interstate commerce and therefore not 
subject to the Act. However, under the Wagner 
Act, Congress has the right to regulate operations 
affecting interstate commerce. This construction 
is also being included in the federal labor stand- 
ards legislation now being proposed. With the 
Supreme Court showing a trend toward the 
broader interpretation of such legislation, state 
lines are being broken down and it is questionable 
as to how far the control of commerce, under in- 
terstate regulations, may extend. 


A large portion of commodities used by hospi- 
tals are purchased out of the state, so the manu- 
facturers and vendors of these products would 
definitely be subject to federal control under pres- 
ent trends, while manufacturers and vendors of 
commodities produced within the state would be 
subject to the state acts, where they exist. There- 
fore, hospitals are vitally concerned with these 
fair trade acts. 


The greatest danger confronting hospitals lies 
in the sale of commodities—particularly those pur- 
chased more favorably by hospitals than by local 
merchants—to ambulatory patients and to the 
public, including physicians and personnel. 


If hospitals compete to any appreciable extent 
with retail druggists and other merchants, they 
become competitive, and as a result may forfeit 
the exemptions that they have enjoyed. It is rec- 
ognized that for convenience many items should 
be sold to non-patients, but it cannot be too 
strongly urged that when this is done the retail 
price current in the community for each article 
should be charged, even to personnel and staff 
physicians. Moreover, it is advisable to limit out- 
side sales as much as possible. 
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The International Hospital 
Association 


The International Hospital Association meets | 
in Paris this month for its fifth Congress. The 
United States and Canada will be well represented — 
by a large delegation at this world conference, | 
From July fifth to eleventh inclusive, representa. © 
tives from various hospitals of the world will dis. | 
cuss problems of mutual interest and concern to | 
their work of rendering service to the sick and/ 
injured. There will be different tongues, different | 
customs, different dress, and many other mate. 7 
rial differences amongst these delegates, but they | 
will all be united by a common bond of interest 
that will permeate and predominate all of the de. | 
liberations of these widely diverse delegates. That ~ 
tie is the patient—how best can the patient be i. 
served, regardless of race, color, creed, custom, 
language, or other conditions. Medical scienc 
and hospital service have no boundaries, their ex 
ponents the same language and have a common 
platform. 


The Association originated in America, at At- 
lantic City, in 1929, and was founded for the ex- 
press purpose of interchanging hospital informa- 
tion among the nations of the world and promot- | 
ing higher standards of hospital efficiency and | 
hospital service. It carries out this work by: 


1 Its journal Nosokomeion (the Greek equivalent F 
for “hospital”), which is published quarterly 
in three languages—English, French, and Ger- 
man, and contains articles on hospital sub- 


jects by recognized authorities in the hospital F- 


world 


Its permanent Study Committees, on which 
the leading experts in each country are asked F 
to serve, and which report on their work every 
two years to the Biennial Congress 


Its Biennial Congresses, at which important 
hospital questions are discussed and recom- 
mendations made to national hospital associa- 
tions and governments 


Its permanent archives and International In- 
formation Service, by which questions on hos- 
pital construction, equipment administration, 
etc., are answered free of charge 


The Association offers entrance into a world 
wide comradeship of hospital workers through its 
many members in all parts of the world, and of- 
fers facilities to medical men and hospital admin- 
istrators for making interesting and useful con- 
tacts in other lands. The membership card of 
the Association is an international passport 
which, in this era when speed has conquered dis- 
tance, becomes daily more valuable. 
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Planning the Obstetrical Unit to Provide Adequate 
Care for an Obstetrical Patient 


VICTOR A FRID, M.S. 
Ebbets & Frid, Architects, Hartford, Connecticut 


“A woman about to become a mother or with a newborn infant upon her bosom, should be the object 
of trembling care and sympathy wherever she bears her tender burden, or stretches her aching limbs. 
The very outcast of the streets has pity upon her sister in degradation when the seal of promised 
maternity is impressed upon her. The remorseless vengeance of the law brought down upon its victim 
by a machinery as sure as destiny, is arrested in its fall at a word which reveals her transient claim 
for mercy. The solemn prayer of the liturgy singles out her sorrows from the multiplied trial of life, 


to plead for her in her hour of peril. 


God forbid that any member of the profession to which she 


trusts her life, doubly precious at that eventful period, should hazard it negligently, unadvisedly or 


selfishly.” 


issue of HOSPITALS, we have a simple and 

concise definition of what is meant by adequate 
care of an obstetrical patient: ‘The obstetrical 
ideal demands that the mother should pass 
through labor without injury to herself and that 
the babe should be born healthy and capable of 
normal growth and development physically and 
mentally.” 


' THE following quotation from the April 


The three essential factors involved in provid- 
ing adequate care for an obstetrical patient as 
expressed in the above quotation are: First, 
prenatal care; second, adequate hospital facili- 
ties; and third, postnatal care. 


Adequate hospital facilities for an obstetrical 
unit requires modern, well lighted delivery rooms, 
modern sterilization equipment easily accessible 
from the various parts of the obstetrical unit, 
proper dressing rooms and scrub-up for the ob- 
stetricians and assistants, pre-delivery and post- 
delivery rooms, isolation room or rooms for in- 
fectious cases, quiet room for delirious or dying 
patients, adequate utility and treatment rooms, 
a nursery equipped and planned to provide the 
utmost in precaution against infection, and wards 
planned and arranged so that no over crowding 
will occur, with proper light and ventilation. 


Frequently the equipment for the obstetrical 
unit especially in the delivery rooms is inadequate. 


Every labor case should be regarded as having 
an open surgical wound with danger of infection 
even greater than surgical cases and the same 


| care should be exercised in preparing for delivery 






as in preparing for a major abdominal operation. 


The same applies to the physician and nursing 
staff in the preparation of themselves, instru- 
ments, and linens. 
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—Oliver Wendell Holmes 


This naturally demands proper and adequate 
equipment, such as sterilizers, scrub-up, etc. 


Many times too little attention is paid to the 
number and location of utility and treatment 
rooms, which results in confusion due to unnec- 
essary cross circulation. In buildings with wings, 
each wing should be designed as a complete unit 
in itself, to eliminate as much cross circulation 
as possible. 


In designing the Hartford Municipal Hospital 
as hereafter described and illustrated we en- 
deavored, with William H. Walsh, M.D., Chicago, 
Illinois, acting as medical consultant, to plan an 
obstetrical unit which would include all the essen- 
tials necessary to provide adequate care for the 
obstetrical patient. 


The obstetrical unit of the Hartford Municipal 
Hospital occupies the entire third floor and is 
devoted entirely to obstetrical work. 


The entire unit might be divided into three 
parts: The delivery unit, located in the north 





Central Nurses’ Station, Obstetrical Floor. The windows 
on the right hand side are in the nursery 
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Delivery Unit, Hartford Municipal Hospital 
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One of the Delivery Rooms, Obstetrical Floor 


wing; the nursing unit, including patients rooms 
and wards, utility rooms; the treatment rooms, 
serving kitchen, etc., located in the east and west 
wing; and the nursery located in the center of 
building, south side of main lobby. 


Delivery Unit 


The delivery unit contains a preparation room, 
three labor rooms, two delivery rooms, scrub-up 
room, sterilizer room, baby examining room, in- 
strument room, utility room, doctor’s locker room, 
rest room, shower and toilet, blanket warmer, 
linen storage, supervising nurse’s station, and 
waiting room for anxious husbands and relatives 
and is so arranged that the entire unit may be 
shut-off from the rest of the floor. 


The preparation room is equipped with a pre- 
natal bath, toilet, lavatory, and supply cabinet. 
The temperature of the water for bathing pur- 
poses is controlled by a Leonard Thermostatic 
Mixing Valve, eliminating all possibilities of scald- 
ing a patient. 
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The preparation room is connected with three 
labor rooms and the delivery room lobby by a 
private corridor. 


The labor rooms are approximately 9’-0” x 
11’-6” equipped with a lavatory and connected 
with the delivery room lobby by a private cor- 
ridor. 


The baby examining room is located adjacent 
to one delivery room and accessible from the de- 
livery room lobby, equipped with a baby bath and 
thermostatic mixing valve similar to the one in 
the preparation room, used in connection with the 
prenatal bath. 


The scrub-up room is equipped with three scrub- 
up sinks and located between the two delivery 
rooms and is also accessible from the delivery 
room lobby. 


The sterilizer room is equipped with adequate 
water and instrument sterilizers and located be- 
tween the two delivery rooms. 


The two delivery rooms are located at the ex- 
treme end of the north wings with easy access 


77 





J 


eeciveay |B 
Aeon 


A(44EE 


Ol asi.rvenry 
Reon 


tusTaw 
an 


-~OorrserrTy 
“ &eOenm 


SAVING 
KITONER 


° 
t 
z 
a 
~ 
4 


°. 
x 


orswiry 
aeoenm 
Tacaresar 
Roem 


to sterilizer room and scrub-up room, with tile 
floors and walls, equipped as shown. 


The instrument room is located adjacent to one 
of the delivery rooms and is accessible from the 
delivery room lobby, equipped with metal instru- 
ment cabinets and instrument sink, where all 
soiled instruments are cleaned and stored. 


The utility room is located adjacent to the in- 
strument room and is accessible from the delivery 
room lobby and main corridor of delivery room. 
This room is equipped with utensil sterilizer, tub, 
clinic sink, bed pan washer and sterilizer, supply 
cabinet, sink and drainboard, work counter and 


hot plate. A blanket warmer is provided in the 
main corridor adjacent to the delivery lobby. 


The supervising nurse’s station is located in the 
main corridor of north wing and equipped with 
desk, nurses’ cabinet including small medicine 
sink, hot and cold water, and special compartment 
for drugs. 


In addition to the above rooms a suitable locker 
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room and rest room with shower and toilet facili- 
ties for the doctors and a waiting room for rela- 
tives have been provided. 


Nursing Unit 


The patients’ wards and rooms are located in 
the east and west wing and although separated, 
each wing has been designed as a complete unit. 


The west wing contains two, five-bed wards 
and two, two-bed wards, utility room, treatment 
room, bath, serving kitchen, and service lobby for 
dumb-waiters and service elevator. 


The wards are arranged with water closet and 
lavatory between two wards, accessible from 
either ward. A bed pan washer has been installed 
in connection with the water closet between the 
wards which eliminates the necessity of nurses 
carrying soiled bed pans through the public cor- 
ridors. The five-bed wards are 17’ x 23’, and the 
two-bed wards are 11’-6” x 17’-0”. All wards have 
an abundance of light and ventilation with indi- 
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rect electric lighting. A five-bed ward is the larg- 
est ward in the entire hospital. 


The utility room is equipped with utensil ster- 
ilizer, bed pan washer and sterilizer, tub, clinic 
sink, sink and drain board, cracked ice refrigera- 
tor, work counter, hot plate, storage cabinet for 
urinals, irrigators, bed pans, and douche pans. 


The treatment room is equipped with water 
sterilizer, instrument sterilizer, sink and drain 
board, work tables and supply cabinet. 


The utility and treatment rooms are located so 
that they are easily accessible from the wards. 


The serving kitchen which serves the obstetri- 
cal floor only is directly connected with the service 
lobby in which are located three dumb-waiters and 
a service elevator which connect directly with the 
main kitchen and diet kitchen on the ground floor. 


A patients’ bath is provided accessible from the 
main corridor, and so arranged that it is acces- 
sible on three sides. 


The east wing contains two, five-bed wards, two 
single bed rooms, a quiet room, isolation room, 
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waiting room, utility room, treatment room, 
nurses’ rest room, and elevator lobby. 


The wards are arranged similar to the wards 
in the west wing with water closet and lavatory 
between two wards. 


A quiet room is provided for delirious or dying 
patients. The room is constructed with double 
wall construction and soundproofed. 


An isolation room is provided for contagious 
suspects, arranged with alcove containing lockers 
for gowns, scrub-up sink, toilet facilities, and bed 
pan sterilizer. 


The utility and treatment rooms are equipped 
exactly the same as the utility and treatment 
rooms in the west wing. All dressings for the 
ward patients are made in the treatment rooms, 
eliminating all dressings in the wards. 


This wing also contains a nurses’ rest room with 
toilet facilities and a waiting room for visitors and 
relatives of patients. 


The elevator lobby serves the two passenger 
elevators and connects directly with the main 
lobby. 
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Nursery, Obstetrical Floor 


The central nurses’ station is located at the in- 
tersection of the two main corridors, octagonal in 
plan, provides work space for four nurses and 
affords an unobstructed view of all corridors, nur- 
sery, and elevator lobbies, providing a maximum 
amount of supervision from one central point. 


Nursery 


The nursery is located in the center portion of 
the building on the south side of the main lobby 
and contains the nursery, two baby bath rooms, 
two work rooms, milk laboratory, premature birth 
room, and septic nursery. 


The nursery has been planned with a great deal 
of thought to provide adequate care for the new 
born baby. 


The main nursery room, with southern exposure 
is divided into two parts separated with a metal 
and glass partition. A babies’ bath room and a 
work room is provided for each side of the 
nursery. 


Each bath room is equipped with a special baby 
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bath tub. The temperature of water for bathing 
is controlled by a Leonard Thermostatic Mixing 
Valye which eliminates all possibility of scalding 
a new born baby. 


Each work room is equipped with supply and 
storage cabinet, tub and utensil sterilizer and lo- 
cated directly adjacent to the babies’ bath room. 


The nursery has been planned in this manner 
so that at the first sign of an infection, the babies 
infected may be isolated in one-half of the nur- 
sery. 


In addition to this precaution against the spread 
of an infection, a septic nursery is provided for 
complete isolation, equipped with three cubicles 
for bassinets, utensil sterilizer, work table, hot 
plate, and sink with drain board. 


A scrub-up sink and lockers for gowns are pro- 
vided in the alcove adjacent to the septic nursery. 


The milk laboratory is equipped with refrigera- 
tor, sink, drain board, and bottle sterilizer and 
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connects directly with the nursery and main cor- 
ridor. 


A premature birth room is provided in connec- 
tion with the nursery and equipped with Hess 
Beds, scales, infant’s crib, lavatory, etc. 


The vestibule between the premature birth 
room and nursery is equipped with scrub-up sink 
and provided with lockers for gowns. 


Visitors are not allowed in the nursery. Large 
glass windows have been installed in the partition 
between the nursery and the main lobby permit- 
ting full vision of the entire nursery. 


The Hartford Municipal Hospital was completed 
in April, 1932, at a total cost of $562,000.00, in- 
cluding building, fees, and equipment. 


The hospital is rated under normal conditions 
as a 175-bed hospital and in emergencies as a 225- 
bed hospital. 


The hospital contains a psychopathic unit, gen- 
eral medical, surgical, obstetrical, and childrens’ 
unit. 


Those knowing the cost of hospital construc- 
tion can fully realize the problem we had in com- 
pleting this building for $562,000.00, and while 
we had to practice the strictest economy in many 
places you will note that no attempt was made 





Preparation Room, Obstetrical Floor 


to economize on the equipment for sterilizer 
rooms, scrub-ups, utility rooms, treatment rooms, 
instrument rooms, babies’ bath rooms, etc., which 
we consider the most essential requisites for ade- 
quate care of the obstetrical patient. 


You will also note that each wing or unit is 
provided with water sterilizers, instrument ster- 
ilizers, utensil sterilizers, bed pan sterilizers, etc., 
eliminating cross circulation which in actual oper- 
ation tends to greater efficiency. 





Dr. Way Sung New 


Last month a daily paper carried a small notice 
telling of the death of Dr. Way Sung New of 
Shanghai, China. To many this meant nothing, 
but to those who had chanced to meet him it 
brought a feeling of great loss. Has a great 
dream vanished or has his example inspired some 
one to carry on the torch? 


Dr. New graduated from Harvard Medical 
School and served his internship in American 
hospitals. Appreciating the many advantages in 
our modern hospitals, when compared with those 
of his own country, he returned to the homeland, 
resolved to devote his life to developing this new 
type of hospital there. 


Changes take place slowly in China, and he 
was unable to win the needed support to carry 
out his high ideal. After a few years of pioneer- 
ing and meeting discouragements at every turn, 
he built his own institution in which to put his 
ideas into practice. This institution, the Ortho- 
pedic Hospital of Shanghai, is one of which many 
an American city would be proud to claim. 


After nearly twenty years, during which he 
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kept well informed of the changes taking place 
in hospital work, the value of the inspiration he 
received in our American hospitals was recog- 
nized by his pecple. Last fall Dr. New was called 
to become the administrator of the new Chung 
San Memorial Hospital in Shanghai. This gave 
him the distinction of being the first full-time hos- 
pital administrator in his country supported by 
Chinese funds. 


A rich life, justly rewarded, was his, not really 
closed, for his inspiration lives on. 


Theresa MM. Gust 


Theresa M. Gust, superintendent of Three Riv- 
ers Hospital, Three Rivers, Michigan, died June 
17, as a result of an automobile accident. Miss 
Gust had been a member of the American Hos- 
pital Association since 1925. She was superin- 
tendent of the Bay City Hospital, Bay City, Mich- 
igan, until 1931. She resigned to accept the su- 
perintendency of the City Hospital at South Ha- 
ven, and since 1933 was superintendent of the 
Three Rivers Hospital. 





Air Conditioning—A Luxury or a Necessity? 


ERNEST C. WHITAKER, Consulting Engineer 


Boston, Massachusetts 


tioning, its application is advocated for such 
widely varied purposes, and its advertise- 
ments cover such a wide range of devices, that it 
is high time that we found out what it is all about. 


S O MUCH is heard nowadays about air condi- 


What is air conditioning after we have removed 
the “buncombe” with which it has become satu- 
rated? If we understand the English language, 
air conditioning is any process which either 
creates or alters a condition of the air in which 
we live and move. When the air is altered it be- 
comes “reconditioning.” 


There is nothing new in air conditioning. It is 
as old as the sun. Mother nature creates it in all 
places, has ever done so, and will continue through 
eternity. 


Natural air conditioning is not always conducive 
to human comfort. Extremes of heat, cold, and 
humidity seldom add to our peace of mind. After 
all, comfort is very much a state of mind, which 
may be very much upset if we permit ourselves 
to become excited. 


What then, in our surroundings, are the things 
which affect our comfort? We are far from know- 
ing. Most experimentation originates with indus- 
try, which is primarily interested in making some- 
thing which can be disposed of at a profit. 


To be sure, quite extensive research has been 
conducted, and certain factors have been con- 
sidered, but there are many others, some of which 
we are sure of, some of which we are pretty sure 
of, and some of which we suspect. 


The animals seek out comfort where nature pro- 
vides it for them. The dog burrows under the 
barn, the cow stands belly deep in the pond, and 
the farmyard fowl scoops out a hollow in the cool 
earth. 


We, however, cannot always do these things, 
for we soon find that the cool cellar is not good 
for our health, and dust does not greatly please 
us. Perhaps there are phases of man made air 
conditioning which are no better for our well 
being. 


Elements That Enter Into Air Conditioning 


Among those things which are known or sus- 
pected to enter into the conditions affecting our 
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comfort are heat, cold, humidity, dryness, baro- | 
metric pressure, air movement, static, or other 
forms of electricity, dust, odors, ozone, sound, 
light, color, and above all in the scheme of nature, © 
a continual and sometimes sudden changing of | 
conditions. Many times these natural conditions [ 
and changes are better for our health than for our © 
comfort. ; 


Industry has made no attempt to study all of | 
these features, and incorporate them into an “air | 
conditioning apparatus.” They simply are not yet : 
understood, and if they were, we would not know |” 
how to coordinate them. Even if we could do so, | 
coordination alone would be worse than useless | 
without close and intricate regulation. } 


The order of importance of the several phe- : 


nomena is a question hard to answer, but we do | ~ 


know that regulation is absolutely necessary. The 
creation of regulated heat is an old story and regu- | 
lated cooling is no more complicated. The furnish- | ~ 
ing of humidity in calculated quantities and the 
control thereof, though not as old as heating, is F 
an accomplished fact. Dehumidification, an im- [- 
portant factor in summer comfort, may readily be F 
accomplished in connection with cooling, but it 
must not be forgotten that cooling and dehumidi- 
fying are expensive both in initial and operating 
cost. 


What Comprises Air Conditioning Today 


We may say, that complete man-made air con- 
ditioning, as the term is accepted today, comprises 
heating and cooling, humidifying and dehumidify- 
ing, air movement, and filtering or cleansing the 
air. The remaining factors will some day receive 
due consideration. 


Now come the questions. What is necessary, 
what is desirable, what may we expect to get, 
and for what are we willing to pay? 


It is the unusual thing for two persons in 4 
room to react equally to, or to be equally satisfied 
with the same set of conditions. 


Eliminating the perversity of mental state, or 
pure’cussedness of genus homo, let us see if we 
can agree upon the best for all, or barring that, 
what is least objectionable for the majority, for 
we cannot well create a separate condition for 
each individual. 
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It is generally agreed that the most acceptable 
temperature for winter heating ranges between 
sixty-eight and seventy-two degrees, although 
some persons by nature and others by reason of 
age or physical condition desire that the tempera- 
ture be maintained higher or lower than this 
range. 

Humidity 

Relative humidity is the relation of the moisture 
content existent in the air to the maximum pos- 
sible content at the same temperature and is ex- 
pressed in per cent. 


The proper percentage for heated rooms, al- 
though variously stated, has generally been ac- 
cepted as not over fifty per cent, although figures 
as high as seventy per cent have sometimes been 
advised by that type of manufacturer who uses 
as his warning slogan, “Dry as the Sahara 
Desert.” As a matter of fact, the percentage of 
relative humidity in that particular desert differs 
greatly between night and day, because the 
quantity of moisture in the air becomes a differ- 
ent “relative humidity” with the variations in 
temperature. 


It is possible for saturation, or one hundred per 
cent relative humidity to exist at any tempera- 
ture, at any time of year, but it is not always pos- 
sible to maintain such a percentage inside of a 
building. 


If saturated air comes in contact with a surface 
cooler than the temperature of the air, the cooler 
surface is said to be “below the dew point,” which 
means that the air in contact with the cooler sur- 
face is lowered in temperature, and therefore has 
a lower dew point than that of the warmed air 
in the room. Thus, when the temperature is 
lowered, the air cannot retain as much moisture, 
and the surplus is squeezed out upon the window 


| panes where it is visible. It also condenses upon 


the walls, and even passes through plaster to con- 
dense between inner and outer walls. Relative 


» humidity must therefore be maintained low 
> enough to prevent this action, and experience has 
; taught that in an ordinary house, thirty-five per 
» cent is about the maximum attainable in very 


cold weather. Insulation of walls, windows, and 


roof, permit an increase of humidity, and the 
tighter the room is sealed and insulated, the 
' higher we may have the humidity. 


Maintaining Satisfactory Room Temperature 


As we pass from winter to summer condition- 


| ing, there arises the question as to how cool our 
Tooms may be safely and satisfactorily main- 
tained, and again we find a difference of opinion. 


Most certainly it is true that to maintain any- 
| thing like seventy inside when the outside is 
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ninety to one hundred is not only bad for those 
who must stay inside, but uncomfortable for 
transients whether coming in or going out. It 
is generally accepted by engineers that a ten de- 
gree differential, and as a maximum, fifteen de- 
grees is all that should be attempted. The opinion 
of physicians should certainly be solicited before 
any attempt at lower temperatures in a hospital 
is considered. 


The extent of dehumidification, usually required 
only in summer, is not restricted by any danger 
line, as the little extra drying out of the air pos- 
sible would not be of serious consequence. 


Air Movement and Filtering 


We have so far considered the problems gener- 
ally applicable either to winter or to summer con- 
ditioning. The other factors, such as air move- 
ment and filtering, apply in both seasons. 


We will all agree that the best possible filter- 
ing should be procured, but even the best filter 
places upon the owner the responsibility of clean- 
ing or renewal, for in removing the dirt from the 
air, the filter becomes clogged and useless. 


Janitors simply will not clean a filter if clean- 
ing entails any amount of dirty labor, and either 
the filter is finally left out entirely, or it becomes 
so dense with dirt that the efficiency of the entire 
apparatus is impaired. It is important then that 
we choose the type of filter best combining effi- 
ciency with ease of cleansing, and among the types 
from which we may choose are water sprays, 
viscous coated metal mats, dry felted cellucotton, 
and spun glass. The spun glass is a matted mass 
of glass hairs, held between wire surfaces and en- 
cased in a fibre frame, the glass being dipped in 
a viscous bath, the entire filter unit or cell being 
thrown away when dirty, and replaced with a 
new cell. 


The problem of air movement is much more 
serious than is generally believed. The majority 
of persons strenuously object to drafts, and many 
seem to have too little physical resistance against 
indoor air currents. Moving air at a temperature 
of seventy and even eighty feels cool, and under 
certain velocities will feel cool until it reaches a 
temperature higher than body heat. If this be 
true under winter heating conditions, think then 
of this same air current in summer, with the mov- 
ing air cooled to a point some few degrees below 
the desired room temperature. Under such con- 
ditions the feeling might be pleasant, but the re- 
sults not so much so. 


It is important then that we so plan our tem- 
perature, velocities, humidity, and location of in- 
let grilles and returns, as to prevent uncomfort- 
able or dangerous conditions. It is the duty of an 
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engineer to discover all of the faults in any ap- 
paratus, eliminate as many as possible, then weigh 
the remaining faults against the virtues, to de- 
cide the true value. 


Air Conditioning Is Not a Luxury But a Necessity 


Perhaps the foregoing statements appear to 
condemn air conditioning, but such has not been 
the intention, for it has a very definite value, and 
is fast passing from the status of luxury to the 
status of necessity. It is important only that we 
understand what it really is in its entirety, how 
much of that entirety is desirable for the type of 
building to be treated, and just what we may ex- 
pect to get. 


The name has been sinfully abused in adver- 
tising, and the deceit can be traced only to ignor- 
ance or lack of honor. On the other hand, there 
has been much intelligent research and honorable 
sales effort, in which there has been spent much 
time and money. This is so in all fields of devel- 
opment, and we must give deserved praise to these 
pioneers. 


Adapting Methods to Types and Sizes of Buildings 


There are several methods in which air condi- 
tioning in whole or in part may be procured. Ex- 
planation of these methods must naturally fall 
into the category either of a technical paper or 
a sales talk. 


Not only are there several methods of heating, 
and of cooling and of humidifying, but there are 
several combinations of methods, and the adapt- 
ability of these methods varies greatly with the 
size and type of your building and the nature of 
occupancy. That which is best for an operating 
room, is not necessarily equally suitable for the 
home. 


Those of us who were brought up in the country 
a generation ago, probably never recognized our 
dear old grandmother as one of the early air con- 
ditioning engineers, yet such she was in spite of 
the lack of modern contrivances. In her day, heat- 
ing methods were crude, but their very crudeness 


eliminated the necessity of humidification. Even 
so, the steam from the wood burning kitchen stove 
conditioned a part of the house, and the old parlor 
stove frequently had an ornamental urn at the 
top for the vaporizing of water. 


It was in the hot summer however that she | 
proved her knowledge of things forgotten by her | 
more intellectual descendants. Early in the morn- 
ing, windows were opened but blinds on each win- 
dow and door were closed, permitting a circula- | 
tion of air through the open windows, but barring 
the direct rays of the sun, and keeping the room [| 
dark and cool. 


What was her theory? She had none. She just 
knew that a dark room was cool. 


Did the early stained glass artists design their 
church windows with any theory of the effect of | 
color upon comfort? 


Comfort is truly affected by light and color, 
and by sound. I am disturbed by a plum color 
in combination with light, as in a stained window, 
but am pleased with the same color in velvet; 1 f 
am disturbed by the sharp bark of the Pomeranian fF 
poodle, but soothed by the low of the cow or the [7 
shrill pipe of the frogs. Imagination? Yes, : 
partly, but why excite ourselves by fighting with | 
our imagination, if we can appease it easily? 


The effect of color upon comfort is not entirely 
one of imagination, for certain colors in glass hold 
back heat rays, and certain wall colorings absorb 
heat and light while others reflect them. 


Filtering out the irrelevant, leaving the minute 
details for individual study, let us just ask our- 
selves this: Do we think some form of air con- 
ditioning is desirable for our building? Do we 
need the whole “critter,” or will a portion suit 
our particular requirements? Have we the money 
to spare for what we want? Having made up our 
mind to this extent, let us not be guided entirely 
by theory alone, nor by rambling chance, but let 
us utilize the common sense at our command, for 
common sense is also one of the factors entering 
into real air conditioning. 





Exemptions Under Ohio State Law 
Effective August |7, Limiting the 


Hours of Work for Women 
The Boyd Act, just made a law by the signature 
of Governor Martin L. Davey, establishes a basic 
eight-hour day for women. 


Certain exceptions are set up in the Act. Pro- 
fessional persons in medicine, law, teaching, and 
social work, agricultural field and domestic 
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workers, professional hospital employees such as 
nurses, anesthetists, technicians and interns, and 
women executives over 21 earning at least $30 a 
week, are all exempted under the act. 


Split hours must fall within 10 consecutive 
hours except in hospitals and hotels which are 
permitted 12, and telephone exchanges which are 
permitted 13. No work period may extend be- 
yond five hours without at least a half-hour lunch 
period. 
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Fundamental Principles Underlying Efficient 
Hospital Administration 


ROBERT E. NEFF, Administrator 


State University of Iowa Hospitals, Iowa City, Iowa 


thought and ideas bearing upon the social, 
professional, and economic objectives of 
The overwhelming force of 
fiscal considerations during the past decade has 
kept to the front those discussions and relation- 
ships which tended to stimulate and promote eco- 
nomic betterment. There is no intention to mini- 
mize the importance of those methods and 
endeavors which lead to financial security but em- 
phasis upon the more or less enduring life prin- 
ciples and humanizing influences should be con- 
stantly stressed and receive full attention. 


The Hospital and Its Humanitarian Relationships 


The hospital may be characterized as a person- 
ality. After all, it must have character 4 in- 
dividuality to become distinguished. A good hos- 
pital has a soul which embodies unseen and 
intangible elements involving staff morale, hu- 
manitarian attitudes and motives which impel an 
appreciation for human values. Our progress can 
be endangered by the materialism of our economic 
difficulties and we may overlook the treatment of 
the patient in the treatment of his disease. Noth- 
ing can contribute more to the creation of the 
public interest and good will toward the hospital 
than an atmosphere of kindliness, patience, sym- 
pathy, and compassion. We must not become so 
engrossed in the major routine of the hospital 
that we overlook the humanitarian relationships. 
We must be constantly on the alert to these obli- 
gations in order to arouse and hold favorable 
public interest and the good will of the patient. 
The humanizing elements which may be injected 
into all phases of our work will count tremen- 
dously toward the achievement of an institutional 
personality of real character and significance. Let 
the hospital therefore which seeks to excel and 
achieve a distinctive personal character empha- 
size these all important factors. The tendency 
of the hospital as an agency in the impending 
social and economic reforms depends upon its 
ability to make an outstanding contribution as 
a socializing influence. 


The Hospital in the Field of Public Welfare 


The hospital is part of a vast scheme of co- 
operative activity in the field of public welfare. 


O: discussion suggests a wide range of 
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It is regarded as an essential link in the program 
of social betterment. The community with good 
and ample hospital service is regarded as a better 
and safer place in which to live and the commu- 
nity should possess this vital facility with serv- 
ices for all classes regardless of the patient’s abil- 
ity to pay. The expanding interest in hospital 
care as a community responsibility is most grati- 
fying and the general public has become more 
medically and hospital minded than ever before. 
It is important that the public mind be educated 
to the fact that the modern hospital is not a profit- 
making enterprise—it seeks no financial gain be- 
yond the assurance that its economic situation 
may be sufficiently secure so that it may meet its 
obligation toward all classes of society. Public 
opinion will demand that every individual has a 
right to health regardless of his financial status. 
The existence of this widespread attitude is some- 
thing which cannot be ignored whatever one may 
think of its justice or soundness. History has 
taught us that our position in society is seldom 
determined by ourselves but by the society we 
serve. We may hinder and obstruct progress but 
there is a question whether developments can be 
stopped which society demands for the common 
interests. 


Hospital Standards 


In the hospital realm, as in virtually all fields 
of human endeavor, we are confronted with 
standards, standards to attain and maintain effi- 
ciency—that something which we hold up as a 
model to be imitated or excelled; something to- 
ward which we strive. In all achievement there is 
a certain amount or rate which is the highest or 
average, as the case may be, to which attainment 
is directed and by which it is measured. Our 


. knowledge of standards should be not only of their 


values, but of the methods of attaining them. A 
standard informs us what is necessary or desir- 
able and what unnecessary or wasteful. Without 
standards on which to agree and toward which to 
strive, no such elimination and avoidance would 
be possible. There is hardly any achievement in 
which, after a standard has been fixed and at- 
tained, there may not be improvement in per- 
formance. This fact is often brought out by com- 
petition, where ambition and enterprise have not 
succeeded in making any change. It seems that 
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standard conditions are necessary for compari- 
sons of performance and attainment. 


It is sometimes maintained that standards de- 
stroy individuality, but the attainment of success 
in any undertaking in human affairs cannot be 
recognized and achieved without some sort of 
pattern to incite individuals to exert themselves 
to surpass others by their own individual methods. 


In the hospital organization today there is a 
criterion for every activity. We have a pattern 
for almost every endeavor in the organization. 
It is only natural that a model or standard be 
envisaged for the conduct of the modern hospital. 
The progressive hospital administrator attends 
hospital conventions, councils, and conferences 
where he gains new ideas and standards toward 
which he will strive. His sense of values and 
responsibilities has been quickened to an appre- 
ciation of the need for greater individualistic en- 
deavor in his administrative activities. He sees 
on every hand certain standards and recognizes 
that there must be a pattern for his own personal 
endeavors, with an ideal which will command the 
utmost in his efforts. Certainly there never has 
been a time in recent experience which has made 
so many demands on hospital administrators and 
called for the use of talents more emphatically 
than the present day. We are in the midst of a 
transition such as may be expected to accompany 
a period of economic and social disturbance and 
reconstruction, and which affords men who have 
it in them, better opportunities for progress than 
ever came during the more normal intervals of 
human history. Such a crisis brings out all the 
powers of man which are so inclined to be latent, 
unless a special call is made on them. Every ob- 
stacle offers a challenge to our courage, ingenuity, 
and enterprise. 


The Dangers of Complacency 


It is unwise to accept our own situation with 
satisfaction and assurance that no matter what 
happens we are all right and secure in our jobs. 
The one thing that will paralyze human effort is 
an assurance and feeling of conceit on the part 
of self-centered individuals. Over-confidence and 
egotism will bring the best hospital administrator 
to grief. When we are compelled to develop all 
our available energies by the conditions that sur- 
round us, we accomplish what often seems im- 
possible. Most of us need to be pushed to our 
capacity by emergency before we are able to bring 
out all our power. Dread of the problems and 
conditions confronting us, distrust of ourselves, 
failure to appreciate our own powers, and lack 
of personal incentive are factors which keep us 
from our best efforts. The difference between 
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success and failure is in our own personal ca. 
pacity and that capacity is what the ambitious 
and deserving hospital executive must develop 
and transform into his own practical methods 
of performance. 


There is no agency or institution perhaps 
where the successful performance of the direct- 
ing head is so vital as in the modern hospital, 
The fulfillment of the purpose of the hospital can 
ordinarily be measured by the efficiency and ¢a- 
pacity of its chief executive. The selection of the 
hospital administrator, therefore, becomes a 
weighty responsibility for those entrusted with 
the direction of the hospital. The accomplish- 
ments and the progress of the hospital are de- 
pendent not only upon the plans and policies under 
which it operates, but upon the calibre of the in- 
dividual who applies the policies and executes the 
plans. 


The qualifications of an administrator cannot 
be stated satisfactorily in specific terms. There 
are, however, many major and rather general 
qualities which should be emphasized for one en- 
gaged in hospital administration just as there 
would be in any other important enterprise. We 
refer particularly to those qualities pertaining to 
character, refinement, and real ability. The mat- 
ter of personality plays a vital part in building a 
successful hospital career. The able administra- 
tor of pleasing and forceful personality, attracts 
and keeps friends. He is in demand; he is a 
power in his business relations and a favorite in 
society and in public life. Ethics and principles 
of conduct as well as a uniformly courteous and 
gracious manner are constantly observed by his 
colleagues and others with whom he comes in con- 


tact. A large stock of common sense, a flexible 


disposition, proper reticence in speech, and a 
broad-mindedness expressing itself through mag- 
nanimity and self sacrifice, cannot fail to impress. 


The status of hospital administration has 
changed considerably during the past fifty years, 
a fact which is not difficult to understand when 
one remembers that the number of hospitals in 
this country has increased fifty times during the 
last half century. The intricacies of the hospital 
organization and the high degree of specializa- 
tion have made hospital administration an art and 
a science requiring special training, adequate ex- 
perience, and extraordinary skill. 


Our Hospital Boards 


Hospital boards on the whole recognize the ob- 
jectives of the hospital and appreciate the clear- 
cut and well-defined responsibilities of hospital 
management, but too few are painstaking enough 
or take the trouble to secure a person of recog- 


HOSPITALS 





al ca. 
tious 
velop 
sthods 


rhaps 
lirect- 
spital., 
al can 
id ¢a- 
of the 
es 6 

with 
plish- 
e de- 
under 
1e in- 
2s the 


annot 
There 
neral 
ie en- 
there 
. We 
ng to 
mat- 
ing a 
istra- 
racts 
is a 
te in 
iples 
; and 
y his 
con- 
xible 
nd a 
mag- 
ress. 


has 
ears, 
when 
Is in 
r the 
pital 
liza- 
- and 
2 @X- 


nized ability to direct their institutions. Need- 
less to say that a billion dollar business, such as 
the hospital represents, requires the kind of man- 
agement appropriate to large enterprises. There 
is often found a peculiar psychology in members 
of hospital boards, which is difficult to understand 
and which does not exist in other successful busi- 
ness organizations. Business men who run their 
own business with an organization of well-quali- 
fied and carefully chosen executives and personnel 
do not always seem to sense the importance of 
this principle when it comes to discharging their 
responsibilities as hospital trustees, and fail to 
recognize that the hospital administrator is the 
same as a skilled manager in any other business. 
It is indeed discouraging when governing boards 
believe that hospital administration is relatively 
a simple task, and can be performed by untrained 
and inexperienced persons. 


Centralized Control and Centralized 
Responsibility 


The importance of centralized control and re- 
sponsibility placed in the hands of the adminis- 
trator cannot be over-estimated. His full privi- 
lege of selecting and directing the personnel is 
vital to a coordinated, harmonious, and efficiently 
operating institution. Whether the hospital is a 
monarchial or democratic organization depends 
upon the attitude of the administrator. The 
monarchial administrator who does not place a 
reasonable amount of responsibility and control 
in the hands of the department heads fails to 
create and encourage the highest types of effi- 
ciency in the organization, especially in the larger 
hospitals where detailed supervision over the af- 
fairs of each department becomes a physical im- 
possibility. Personnel should be chosen, there- 
fore, with the utmost care and after confidence 
has been gained in these individuals they should 
be permitted liberally of that authority and re- 
sponsibility which encourages initiative and pride 
in the accomplishments of the various depart- 
ments. The spirit with which the administrator 
deals with his responsibilities is a paramount 
quality and exerts an important influence on the 
morale of hospital personnel. His own industry 
is carefully watched by his co-workers. His abil- 
ity to accept criticism and suggestions and an 
open-mindedness to new ideas is always appre- 
ciated by those with whom he works. Daily and 
hourly the administrator is influencing the lives 
of those about him and frequently he is doing 
greater and more enduring service because of 
intrinsic character than through admonition, sug- 
gestion, and preaching. The ability to make de- 
cisions quickly and positively, as well as original- 
ity, imagination and vision, are invaluable aids 
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to the distressed department head who seeks 
counsel and aid from his chief. 


Tact and Diplomacy 


The administrator must possess infinite tact 
and diplomacy along with patience and tolerance 
for the views and opinions of others. He can be 
firm and still be kind. He must be resolute in his 
intention to insist that whatever is best for the 
patient must prevail. He should aim at poise, 
at control, and remember that the calm and poised 
worker is the one who accomplishes the most. 
Poise stores up energy and holds it in reserve for 
special use. It keeps one calm and deliberate 
under the various and perplexing circumstances 
of daily routine. It exercises great influence over 
other men. 


Cultivate the important habit of doing one thing 
at a time, with quiet deliberation. Allow your- 
self a sufficient margin of time in which to do 
your work well. Examine your working methods 
frequently to discover and eliminate unnecessary 
expenditure of energy. Learn to make the best 
of the ordinary every day incidents of the daily 
routine. If we take them the right way they can 
prove to be ever recurring studies to further 
thinking and achievement. The hospital admin- 
istrator must develop the qualities of patienee 
and sacrifice and not allow untimely interrup- 
tions of the planned program and intruding influ- 
ences to tax the temper. 


Approaching the Day’s Work 


The habit of approaching the day’s work with 
enthusiasm and happy anticipation has much to 
do with the spirit in which we enter upon the 
day’s duties and in fashioning and _ influencing 
the day’s work. We should not struggle through 
the pressure of duties and become so engrossed 
with the serious responsibilities of our jobs that 
we overlook the real joy and privilege which our 
worthy vocation offers. Let us get enjoyment out 
of our daily and hourly tasks, as we go along, 
and not wait for a holiday or a special occasion 
on which to give full play to our dispositions to 
be carefree and cheerful. A cheerful executive is 
a tonic for the entire hospital personnel, and has 
a directly beneficial influence upon the whole in- 
stitution and its many relationships: Cheerful- 
ness is always a valuable business asset. It is 
one of the greatest forces in winning and keeping 
friends. It is the best antidote to worry, dis- 
couragement, perplexity, and discord. 


The Harmonious Organization 


A harmonious and smooth-working organiza- 
tion should be stressed as an essential considera- 
tion in an efficient hospital. The degree to which 
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harmony prevails will depend in a large measure 
upon the ability of the administrator to select 
and handle the personnel—particularly the heads 
of departments and those in other major posi- 
tions. Harmony and cooperative effort must be- 
gin with the governing board and carry through 
the organization to the most subordinate posi- 
tions. The governing board which does not work 
in agreement and accord among themselves will 
handicap not only the administrator but present 
conditions which will seriously interfere with op- 
erating procedures. Needless to say that agree- 
able relationships between the board and the ad- 
ministrator; the administrator and the depart- 
ment heads; the department heads and division 
heads; the division heads and the subordinate 
workers will make the most significant contribu- 
tions to an institution. It is the duty of the 
board to see that harmonious relations exist 
throughout, and to hold the administrator ac- 
countable for this important element in institu- 
tional management. Without these agreeable re- 
lationships at all times, not only between supe- 
riors and subordinates but among the workers 
themselves, a situation will exist that will pre- 
vent coordinated action in the hospital machine. 
The functioning together of all elements and parts 
of the hospital mechanism is absolutely necessary 
to produce good patient care and a sound finan- 
cial and economical operative scheme. All per- 
sonnel from top to bottom who cannot be relied 
upon to conduct themselves agreeably and co- 
ordinately in our complicated machine should be 
deleted and satisfactory persons substituted. 


The Welfare of Hospital Employees 


Another feature in our administrative scheme 
should receive major consideration—the welfare 


of hospital employees. Reflect for a moment and 


see what scant attention has been given this mat. f 


ter in our discussions of hospital problems. Enm. 
ployee relationships are becoming of greater im- 
portance in our efforts to perfect the hospital 
organization. There is no general formula for 
these problems. For this purpose nothing can 
take the place of frank, fair, human dealing. 
Treat each employee with benevolent and sym- 
pathetic understanding. See that every complaint 
gets careful, patient attention and insist that 


every departmental executive shall maintain the f 
same spirit. Be always ready with full explana- f 
tions and maintain employee interest in the or- f 


ganization by supplying plenty of information 


about the workings of the hospital, its problems, f 
its achievements, and its interdepartmental rela- f 


tionships. Frank, fair, human dealing is the best 
means of promoting happy personnel relation- 


ships, yet it must be recognized that there exists f 


but one brand of fairness and that is the sort that 
is as good for the one as for the other. 


Important Elements in Efficient Administration 


By way of emphasizing efficient hospital admin- 
istration, let us make prominent and stress the 
importance of: 


1 The embodiment of character and personal- 
ity in the organization 


Character and personality of the adminis- 
tration 


The value of standards 


Harmonious relationships among the per- — 


sonnel 


Welfare of hospital employees 





The American College of Hospital 
Administrators Appoints Assistant 
to the Executive Secretary 
Gerhart G. H. Hartman, of the School of Busi- 
ness of the Chicago University has been appointed 
assistant executive secretary of the American Col- 
lege of Hospital Administrators, effective July 1. 


Mr. Hartman has given a great deal of study 
to hospital administration, and is well qualified 
for the position for which he has been selected. 


Permanent offices for the College will be estab- 
lished in Chicago within a short time. 
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Endowment Fund Increased at Woodford 
Memorial Hospital 


Woodford Memorial Hospital of Versailles, 
Kentucky, received a gift of $10,000 for the en- 
dowment fund from Mrs. James B. Haggin of 
New York City and Versailles. This is not the 
first time Woodford Memorial Hospital benefited 
by Mrs. Haggin’s generosity. Two years ago 
Mrs. Haggin gave a similar sum to the hospital 
endowment. Previous to that time she built 4 
two-story wing to the hospital as a memorial to 
her mother and also made a gift of complete x-ray 
equipment for the hospital. 
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A Hospital Auxiliary and How It Will Help 


MRS. O. A. MATTHEWS 


Bennettsville, South Carolina 


“1Y have a hospital auxiliary? Its pur- 
pose is not to run the hospital but to 


make it easier for hospital boards and 
superintendents to do so, to promote interest in 


| the hospital, and to give the institution moral and 


financial support. 
The Woman’s Auxiliary of the Marlboro County 


ganized on July 17, 1929. The officers of the Aux- 
iliary and a representative from each church in 


tute the executive board. Each year we have a 
house-to-house canvass for members. The annual 
fee for membership is twenty-five cents. 


The Woman’s Auxiliary has been very success- 


ful as a contact between the hospital and the pub- 


lic. The great percentage of our hospital service 
must of necessity be free service, and while the 
Duke Endowment gives a dollar per day for char- 
ity patients, this must be supplemented to pay 
expenses. 


The churches in town, alternating monthly, 
stand in readiness to furnish burial outfits and 


| transportation for charity patients. They are re- 


sponsible for mending and making of garments, 
binders, etc., whenever needed and called for by 
our superintendent. The Junior Charity League 
keeps the baby chest equipped with baby clothes. 


For several years we have had Donation Days 
twice a year. The people were asked for contribu- 
tions of anything that might be used in a hospital. 
No gift was considered too large or too small, all 
gifts were gratefully received. 


We have secured our funds through our mem- 
bership drives each fall and for the past two years 
through our “Half Mile of Pennies” drive. En- 
velopes with the following inscription were sent 
to tourist patients, manufacturing concerns, and 
the townspeople: 





A HALF MILE OF PENNIES 


The Marlboro County Hospital Auxiliary is 
undertaking a journey of a half mile of pennies 
—sixteen pennies making a foot. Will you please 
put a foot—16 pennies—into this envelope and 
return to the collector. If you miss your foot, 
we may not complete our half mile. If you can, 
put in several feet. Thank you. 


—— 





_Presented at the Tri-State Hospital Conference, Raleigh, 
North Carolina, April 24, 1937. 
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The response was splendid. From all parts of 
the country came letters expressing appreciation 
of the service rendered in the hospital and en- 
closing a contribution. The hospital acknowledged 
every contribution the first year by sending a 
post card view of the building, if possible placing 
an arrow pointing toward the room the patient 
had occupied. The second year the auxiliary 
wrote each person or firm outside our town thank- 
ing them for their interest and gift. 


The money from the two “Half Mile of Pen- 
nies” drives was used to purchase awnings for 
the entire hospital. These add to the attractive- 
ness as well as comfort of the hospital. 


Many comforts for the patients and aids for the 
hospital have been provided by the auxiliary. 
Some of these are: electric coffee urn for the 
kitchen; a rolling stretcher with extra pad; surgi- 
cal dressing cart; plaster cast cutter; curtains for 
entire hospital; lounge and rugs for waiting room; 
shrubbery; grass seed; mower, hose, tools and 
labor for upkeep of grounds; painting furniture 
and walls of colored ward; sending charity patient 
to Duke Hospital; electric fans; bed lamps; re- 
tractor; roasters, aluminum pots and boilers; T.B. 
health bonds; crippled children bonds; two rolling 
chairs. Approximately $1,000 has been collected 
and expended in the seven years of organization 
of the auxiliary. 


Each Christmas the auxiliary sponsors lighted 
Christmas trees for the grounds. 


The back grounds are also lovely, being planted 
and cared for by a unit of the garden club. 


Each Twelfth of May, National Hospital Day, 
the auxiliary sponsors a celebration. On that day 
the public is invited to inspect the hospital and 
to learn the part the hospital plays in the welfare 
of the community. This year the two high school 
girls’ clubs will sponsor a baby party for all babies 
born since opening of the hospital. 


The auxiliary has been warmly commended 
from time to time by the visiting representatives 
of the Duke Foundation, for its valuable and un- 
ceasing assistance to the hospital. 

We have striven to be the connecting link be- 
tween the hospital and the community, to secure 
their cooperation and appreciation of the value of 
the hospital. 

We are so glad to have had a share in making 
our hospital more efficient and having it a place 
of beauty and service in our community. 








Atlantic City—1937 


CAPTAIN J. E. STONE TO BE GUEST OF HONOR 


Stone, M.C., F.S.A.A., F.S.S., F.B. Econom. §., 

Secretary of the Birmingham (England) Hos- 
pitals Centre, has accepted an invitation to at- 
tend the Thirty-ninth Annual Convention ef the 
Association. Captain Stone is an eminent au- 
thority on hospital administration in the British 
Isles and is prominent in the International Hos- 
pital Association. 

In addition to the fellowships noted, Captain 
Stone is a Fellow of the Institute of Public Ad- 
ministration and of the Chartered Institute of 
Secretaries; president of the Commission on Hos- 
pital Accounting and Statistics of the Interna- 
tional Hospital Association; Examiner in Hospi- 
tal Administration to the Corporation of Certified 
Secretaries; past Honorary Secretary of The In- 
corporated Association of Hospital Officers, and 
the Central Bureau of Hospital Administration ; 
and a former editor of The Hospital. He is the 
author of a book entitled “Hospital Organization 
and Management,” which is the outstanding 
British text on hospital administration, and of 
“Hospital Accounts and Financial Administra- 
tion,” which is used as a standard for hospital 
accounting in Great Britain. 

The Chart of Units of the Organization of the 
Hospital, which is advocated in the latter book, 
has been recommended as an international stand- 
ard to the International Hospital Association and 
is similar to the Chart of Accounts recommended 
by the American Hospital Association in its 
“Manual on Hospital Accounting.” Captain Stone 
is also the author of “Hospital Appeals and Pub- 
licity,” and of “Hospital Account Books.” Bir- 
mingham Hospitals Centre, of which he is the 
administrator, is affiliated with the University of 
Birmingham. 

It is stimulating to learn new methods and to 
hear the results of the experiences of others en- 
gaged in our field of activity; so the message that 
Captain Stone will bring of hospital administra- 
tion in the British Isles will be most interest- 
ing and welcome. He has agreed to take an active 
part at the Convention, and his contribution to 
the program should add much to its success. 


[' IS a pleasure to announce that Captain J. E. 


Mechanical Problems 


The complete program is rapidly being formu- 
lated. One of the sections has submitted its final 
program. The Section on Mechanical Divisions 
of Hospital Operation are planning a most novel 
feature. They will present a court on hospital 
operation, at which will be tried: “Disturbing 
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Conditions v. Correct Procedure.” They have ar- q 


ranged for a panel of “Professional Jurors” who 7 


are experts on problems in the power plant, on 
paint and painting, in plumbing equipment, in | 
laundry service, and on the care and mainte. 
nance of floors. 
The members attending the Convention will be | 
asked to submit any problems which they have 
on these subjects. A question box will be pro- 
vided at the registration desk for such questions, [7 
and these questions will be referred to the Court 
and the respective “juror” who is an expert in 
the field of operation to which the question be- 
longs will give his decision as to the correct pro- 
cedure. At the close of the program there will | 
be a summary of the values developed. This will 7 
present a practical way for any administrator who 
has a problem confronting him in mechanical op- 
eration to secure a solution of the problem. 


Group Hospitalization 


The newly organized Section on Group Hospi- 
talization will hold its first meeting at this Con- 
vention. The Committee on Hospital Service— 
which was organized at the Cleveland convention 
—will submit its first annual report. Hospital 
service plans have progressed rapidly during the 
past year. The Committee, through its director, 
Dr. C. Rufus Rorem, is accumulating actuarial 
experience of much practical value, and the re- 
port of the Committee, together with the general 
program of this Section, will be of intense in- 
terest to the hospital administrators and trustees 
who are interested in inaugurating hospital serv- 
ice plans in their communities. In addition, the 
Committee will have a large display of group hos- 
pitalization material in the educational exhibit, 
with directors of successful plans in attendance 
and available for consultation. 


Educational Exhibits 


The educational exhibit will contain much in- 
teresting material this year. To meet the particu- 
lar interest that hospitals now have in the re- 
habilitation of their plants, the Committee on 
Hospital Planning and Equipment—under the di- 
rection of Charles F. Neergaard, chairman—is 
planning a display of plans covering projects 
wherein the theme “New Hospitals for Old’ has 
been successfully accomplished. Many valuable 
ideas for the renovation of old buildings may be 
secured by a study of this exhibit. This is one 
of the many special features being planned for 
the educational exhibit. 
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Hospital Personnel and the Public 


MERRELL L. STOUT, M.D., Assistant Superintendent 
University Hospital, Baltimore, Maryland 


tempted to head this article “Polite Personnel 

Pleases Public.” But that, like many news- 
paper headlines we read, only partially would tell 
the story. While politeness is, of course, essential 
in hospital work as it is in all other lines of com- 
munal activity, the hospital employee in his con- 
tact with the public needs, as do the doctor and 
the nurse, the power to project himself tempo- 
rarily into the patient’s or relative’s situation, and 
to keep continually before him the thought— 
“How would I like to be treated if I were on the 
outside looking in, instead of on the inside looking 
out?” 


At the outset, let us state that we realize this 
isno new thought. We feel, however, that it war- 
rants consideration, because it can be and fre- 
quently is, forgotten in the rush of long, busy 
hours in a routine where thoughts and standards 
ultimately must tend to become mechanical. One 
cannot help but. feel that this mechanical response 
is one of self-defense on the part of the employee. 
He becomes mechanical in order to preserve his 
own sanity and peace of mind, for he subcon- 
sciously realizes that if he took each patient’s 
personal situation too much to heart he would 
soon become a candidate for admission to a mental 
institution. To be asked thirty or forty times an 
hour, “Where is the elevator?” when there is a 
large sign easily visible and legibly written, 
clearly explaining its whereabouts, and to be able 
to answer the fortieth inquiry with a smile and 
without reference to the sign shows clear self- 
control and patience, yet this is just what hospital 
employees must have. For as surely as the sun 
rises in the morning if in your forty inquiries 


k I WERE a newspaper reporter, I should be 


_ there are thirty-nine polite replies and one, 





slightly ungracious one, that one will be directed 
toa poor unfortunate who is at the breaking point, 
or to the wife of the president of the Board of 
Trustees, or to some prominent person who will 
leave the hospital disgruntled and air his dissatis- 
faction to his friends in general. 


The Employees’ Contact with Patient and Public 


It is a peculiar thing, but generally speaking, a 
mildly irritating occurrence leaves a much more 
lasting impression upon an individual than does 
a mildly pleasant one. Therefore a hospital em- 
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ployee’s every contact with a patient or visitor is 
a potential charge of gun powder and we must 
realize what a small flame it will take to ignite 
the charge. 


Almost every administrative officer has had the 
experience of having the disgruntled patient in 
his office who states that “Your nurses are a lot 
of machines,” or that “The orderlies in your hos- 
pital are all brutes.” And this, simply because 
one over-worked nurse may have left a ther- 
mometer in the patient’s mouth four minutes in- 
stead of the conventional three, or one orderly 
busy with one patient fails to answer another 
patient’s call as promptly as it is thought he 
should. 


Now, I make no brief for the patient’s justifica- 
tion. It is granted that much more frequently 
than not his criticisms are entirely unjustifiable; 
but the importance of the aphorism “The cus- 
tomer is always right” must be stressed in hos- 
pitals as it is in business institutions. Put your 
tongue in your cheek at this thought, if you will, 
but make sure that the bulge in your cheek is not 
seen by the person with whom you are talking. 
And never forget above all that you are not deal- 
ing with normal people going about the routine: 
of their daily affairs, but with sick and worried 
individuals who are suddenly thrust into a new 
and foreign environment. 


Mechanical or sharp responses to questions are 
not the only methods of stirring a patient’s or 
visitor’s displeasure. Over-cheerfulness, espe- 
cially if carried toward the point of levity, may be 
just as dangerous. Consider the worried daughter 
entering the hospital to visit her mother who is 
seriously ill with pneumonia and meeting in the 
corridor a group of noisy and laughing medical 
students full of the latest dissecting room joke. 
The hospital at that time is a solemn place to her 
and it is difficult for her to understand why in 
this place where her mother is lying ill, there 
should be so much noise and laughter. 


The Hospital’s Four Strategic Points 


Contacts between hospital employees and the 
public occur, of course, in all parts of the institu- 
tion, and every employee should be on his toes at 
all times in considering the patient’s welfare. 
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However, there are four strategic points in every 
hospital worthy of specific mention, since an error 
in judgment in any one of them may make or 
break the institution so far as the particular 
patient or relative is concerned. These four are: 
The information desk, the telephone switchboard, 
the admitting office (which, for purposes of dis- 
cussion will include that part of the business office 
coming in contact with the public), and finally, 
the accident room. 


The Information Desk 


Let us discuss first the information desk. Sup- 
pose for a moment that you are an anxious rela- 
tive inquiring about a patient whom a friend has 
told you was brought recently to the hospital. A 
census file is checked and you are told politely, 
but definitely, that there is no such patient in the 
hospital. You discover later that the patient in 
question was being carried into the accident room 
at the moment of your inquiry. Of course, had 
your call come a few minutes later the accident 
room report would have reached the information 
desk, but a bit of tactful questioning by the in- 
formation clerk would have revealed to her that 
the patient in question had recently fallen down- 
stairs and this would suggest a call to the accident 
room to see if such a case had been brought in 
there, or by any chance was expected. Again, 
take the case of a friend inquiring as to why Mr. 
J. is in the hospital. Obviously, the clerk has no 
right to answer this question, even if she happens 
to know, which in itself is unlikely, yet a reply 
to the effect that “Dr. Smith has charge of Mr. J. 
and we are sure he could give you all the informa- 
tion you want. Shall we get him on the telephone 
for you?” is as different as day from night when 
compared to a reply to the effect that “Mr. J. is 
resting comfortably but we are not allowed to tell 
you what is wrong with him.” 


The Telephone Switchboard 


The telephone switchboard operator’s position 
necessitates patience and dignity second to none. 
I suspect that there is no one better placed than 
she is to study the frailties of human nature, and 
her power to help or hinder the hospital and its 
relationships with the public is tremendous. 
Standard, stereotyped, and mechanical answers 
here are less harmful than anywhere else in the 
hospital, chiefly because the public has been 
“telephone trained” and expects from an operator 
as a rule a comparatively impersonal attitude. 
However, it is my belief that the operator, busy 
as she is, frequently cannot conceive of how much 
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time elapses (through no fault of her own) be. 
tween original reception and final completion of 
a call. There is nothing more reassuring to the 


waiting party than a frequent cut-in with the 1 
words, “I am still calling Dr. Smith for you,” thus : 
informing the caller that the connection is still | 


there and his wants not forgotten. 


The Admitting Office 


Difficulties which may arise in the admitting 7 
office as every hospital executive knows are legion, | 


but again the majority of them will arise from 


the mechanisms of routine and lack of the “Put 7 
yourself in his place” attitude mentioned earlier, | 


It has been said that one of the measures of effi- 
ciency in hospital organization is the speed with 
which a patient is made comfortable in his bed 
after he first enters the door of the institution. 
This is probably quite correct if we except the 


time taken by the admitting officer to “orient” [ 


her patient concerning cost of care, probable extra 
charges, particulars of accommodation and the 
like. Here there is no place for speed, but instead, 
the patient’s condition permitting, there should be 
friendly and quiet discussion of pertinent matters. 
If the patient is too ill for any discussion the 
business matters should be taken up with the rela- 
tive or friend who almost invariably accompanies 
him. 


The Accident Room 


Finally comes the accident room, and what an 
opportunity for complaint and dissatisfaction this 
department presents. Here above all places work 
must be done rapidly and efficiently. Often in the 
matter of handling an emergency there is no time 
for explanation of any sort to any person, and the 
anxious friend is made more and more distracted 
wondering what is happening behind that closed 
door. The sooner a word of encouragement or in- 
formation can be sent out by nurse, maid, or 
orderly, the more it will help tide a worried rela- 
tive over a tense and difficult time. Explanations 
where time permits are surely worth their weight 
in gold. One recalls a typical case in point. A 
man has been run over by an automobile and sus- 
tained a fractured pelvis. He is severely shocked 
by his injury and it is decided that the shock 
should be treated before any attempt is made to 
x-ray his injuries and correct deformities. Mor- 
phine, therefore, is given and heat applied. The 
patient is well covered with blankets and is left 
to react from his shock. The relatives are then 
told they may see him. They enter the room and 
remain for perhaps an hour, when finally an in- 
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tern comes in and finding the condition of the 
patient improved, orders him to be sent up for an 
x-ray. The relatives, more worried than ever by 
now, are mystified at what they consider the 
prutality of the hospital authorities who permit 
this poor man to be left on a table for over an 
hour before anything is done for him. Think of 
how differently they would have felt had the 
situation concerning the man’s shock and general 
condition been explained to them when they first 
entered the room. Think of the possibility of 
distortion of the actual story by the press should 
the patient happen to be a prominent member of 
the community. 


Now the theoretical answer to this problem is 
so simple as to be almost absurd. Simply as pre- 
viously stated, “Put yourself in the patient’s 
place.” If one could completely prevent long 
hours, exhaustion, irritation, worry, and like mat- 





ters which wear down the morale of hospital 
workers, all would be well. Of course, this cannot 
be done entirely, but an administrative officer 
who does his best to make working conditions 
pleasant, hours reasonable, and shows by his own 
example the value of courtesy and thoughtfulness 
will find the situations where the sharp answer 
and the thoughtless action which do real harm to 
the institution are reduced to a minimum. 


One may assume that in a properly directed 
hospital the administrative officer holds the con- 
fidence and trust of the personnel. If he does not, 
obviously he should be removed and someone else 
put in his place. It remains for the administra- 
tor to impress upon his personnel repeatedly and 
emphatically that this spirit of cooperation and 
selflessness where the patient is involved is a tre- 
mendously potent factor in the well being of the 
institution. 


— 


The First Public Medical Library Founded in the United States 


In a long room with a lofty ceiling in the center 
of the old buildings of the Pennsylvania Hospital 
is housed the valuable collection of books which 
constitutes the library of the Pennsylvania Hos- 
pital, the first public medical library founded in 
the United States. 

The center building of the hospital was occupied 
in 1796. The long room was lined with shelves to 
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accommodate the books of the library and the 
meetings of the managers were held within it as 
they are at the present day. For a few years, 
however, from 1824 to 1830, the room was per- 
verted from these uses, the books and furniture 
removed, and the room used as an obstetric ward. 
In 1830 the library room was closed as an obstetric 
ward and restored to its proper purposes. 





Some Problems of the Privately Owned 
Surgical Hospital 


R. L. NORBURN, M.D. 
Norburn Hospital, Asheville, North Carolina 


a magnificent municipal hospital, a monu- 

ment to collective public organization. In 
North Carolina, a great state of natural resources 
and surplus man power, but lacking an adequate 
number of well-equipped hospitals, more institu- 
tions similar to the Rex Hospital should be erected. 
The problems of a privately owned surgical hos- 
pital are very much akin to those of any other gen- 
eral hospital, and a discussion of these problems 
presents an interesting and instructive story of 
private initiative and endeavor in community 
welfare. 


Ts me has just been completed in Raleigh 


It is good to see the public provided with their 
own hospitals, for in the development of modern 
surgery, and in the care of long, debilitating ill- 
nesses, our economic system has forced the cost 
of treatment in a private hospital out of the reach 
of the average patient, and it becomes a social 
problem to provide for the constantly-increasing 
volume of charity work. 


The private hospital—one of which I represent 
—has its mission and its problems, most of which 
are common to all hospitals. 


In approaching the problems of the privately 
owned hospital, I am speaking from the experi- 
ence of nine years in the Norburn Hospital, which 
has thirty-five beds, admitted twelve hundred and 
one patients last year, and had a total of 11,513 
patient days. This hospital was opened with the 
purpose of giving my brother and me a place in 
which to so concentrate our professional activity 
that we could give the maximum of service with 
the minimum of effort. Consequently, we can so 
control our hospital as to make it most advan- 
tageous to our patients. Since our offices are in 
the building, we can give under the same roof a 
complete diagnostic service, as well as follow-up 
treatment after an operation. The knowledge of 


the favorable conditions in this homelike hospital, ' 


well equipped and well staffed, gives the patient 
the benefit of confidence. Our volume of work 
doubled during the depression, and we usually 
have a waiting list of patients. 


Paper presented before the Annual Convention of the Tri- 
State Hospital Association, in Raleigh, N. C., April 22, 1937. 
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The problems which ordinarily arise in our hos. 


pital are known to every doctor and hospital direc. 


tor, and are in no way different from those of | 
However, we have no training | 
school, as we believe that efficient, trained help i 
We have no ironclad | 
rules, and we try to make amicable adjustments | 


other hospitals. 
prevents many problems. 


for the interest of the individual patient. 


A Private Hospital Is Dependent Upon Public 
Support 


A private hospital is just as dependent upon 
public support as those under other managements, 


It is generally conceded that private ownership fF 
places more responsibility on the ones in direct [7 
control, and promotes efficiency. We have no ob- fF 
jection to paying taxes, social security benefits, F 
etc., from which the non-profit public hospitals are F 


exempt, provided the community takes care of its 
own charity work—which is a community re 
sponsibility—rather than make it necessary fora 
hospital to compel its pay patients to carry this 
cost. We have, however, done a large amount of 
charity work which has been made possible 
largely by our organization caring for some 
wealthy patients, many of whom have come from 
outside of our city and county. Under the cus- 
tomary established method of financing hospitals, 
we find that the primary cost of the indigent cases 
is usually defrayed by the ones who are trying to 
preserve their self respect in paying their hospital 
bills out of a small income. We question the fair- 
ness of the charges to this group being loaded to 
take care of the charity cases. If income is ade- 
quate to such an extent that the hospital can with 
ease meet all its financial obligations and be al 
asset to the community, then the problem arises 
as to how it shall be perpetuated. 


The Problem of the Low Wage Income Group 


The average low wage income group is a prob- 
lem to all hospitals, as they have nothing saved to 
meet a major emergency. However, we find that 
group insurance does much towards reimbursing 
the hospitals for service to subscribers. Our ex 
perience in the case of many policy holders of the 
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Hospital Care Association has been satisfactory, 
except for the long, hopeless cases needing pro- 
tracted hospitalization, where the time allowed by 
the policy is not sufficient to meet their require- 
ments. We have not had patients holding policies 
of the North Carolina Hospital Savings Associa- 


tion. 


Hospital Service Plans and the Private Hospital 


It will be of interest to you to know that our 
dealing with the Champion Hospital Association, 
which has a 1200 membership, has been a most in- 
teresting experience during the last three years. 
They have made greater allowance for ward serv- 
ice than the average group insurance association 
—also making allowance toward surgical fees. 
While they had an unusual volume of risk in their 
first year’s experience, which threw them in the 
red, still they have come out nicely during the 
past two years, and are now planning to give all 
of their policy holders unlimited room service dur- 
ing the coming year. I hope all group insurance 
associations will follow suit by increasing the 
benefits so that their policy holders will have bet- 
ter service, rather than reduce the allowance to 
hospitals until it is inconsistent with good hospital 
care. 

While our more progressive industries take a 
personal interest in the welfare of their workers 
by paying good wages and directly or indirectly 
helping improvident workers with their major 
problems, unfortunately we see many industries 
that do not pay a living wage, and the workers 
and their dependents, in time of sickness and 
want, are thrown on hospitals, public and private, 
and welfare agencies. The tragedy, of course, 
comes from the fact that many workers are incom- 
petent or have to accept small wages and remain 
ina community with their dependents, when most 


| of them would otherwise drift to other sections. 
| I feel sure that time will show that a few of our 
industries are a public liability. 


What are we to gain by having to tax our sub- 


: stantial citizens nearly out of existence to build 


larger hospitals for charity patients, bigger jails, 
greater insane asylums? A public-owned institu- 


| tion can, under proper supervision, do much 





toward the gradual humane elimination of the 


-— 





socially unfit by sterilization and birth control, 
thus lessening the cost of crime; while a private 
hospital cannot afford to enter this pubiic policy. 
The sentimentalists who object to this protection 
of society should be the ones who foot the bill 
for the ever-increasing load of charity patients. 


The Industrial Commission and the Private 
Hospitals 


Our workmen’s compensation law could be im- 
proved upon by having the Industrial Commission 
merely act upon the cases which cannot be 
amicably settled according to the approved sched- 
ule of allowances between the employer, or his 
insurance carrier, and the employee or the doctor 
and hospital. Is industry carrying its fair share 
of the cost of hospitalization when only the 
severely injured are sent to the hospitals for the 
minimum length of stay at a minimum allowance? 
Many patients are in hospitals merely for pallia- 
tive treatment, and while they lower the per 
patient day cost, they do not require the high 
priced, skilled treatment, or carry the responsi- 
bility that the severely injured case requires. 
Eventually I hope to see the indigent automobile 
accident cases paid for out of the gas tax, rather 
than having them a liability to hospitals and local 
welfare agencies. 


Meeting the Public Need 


We have been told that the Norburn Hospital 
is similar to the English nursing home, and that 
in the British Isles the low wage and charity 
patients are cared for in publicly supported insti- 
tutions, and helped out by group insurance, lot- 
teries, etc. I know other private hospitals in our 
state that have the responsibility of the care of 
all types of patients in their communities. There- 
fore, private hospitals are as essential to the wel- 
fare of the state as church or community or state 
hospitals. The real problem is what is the best 
way to maintain hospital standards and to take 
care of the needs of the improvident people, espe- 
cially in making them self-supporting. In other 
words, the hospital exists for the patient, and not 
the patient for the hospital. Therefore, different 
types of hospitals are necessary in order to fill 
the public need. 





<< 


Visiting Nursing Service for Convalescent Patients 


The special hospital committee of the Palo Alto 
Council, Palu Alto, California, reported favor- 
ably on a plan for a visiting nursing service for 
the benefit of convalescent patients released from 
the city-owned hospital. Patients receiving this 
nursing service would pay $1 for a visit of not 
more than one hour, with the rate cut to 50 cents 
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in the case of local residents. The plan is to 
be given a six months’ trial. The point is made 
that such a plan would not only be beneficial to 
patients of restricted finances and the doctors 
who are responsible for them but it would relieve 
the hospital by releasing convalescents and 
thereby making room for more urgent cases. 
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Problems of the Department Chief 


CHARLES E. KAHLKE, M.D., Attending Surgeon 
The Chicago Memorial Hospital, Chicago, Illinois 


American College of Surgeons and the Amer- 

ican Medical Association, the professional or- 
ganization of hospitals is set up with much the 
same efficiency as obtains in the setting up of a 
good three-ring circus. General and special rules 
for the staff as a whole, the departments, labora- 
tories, the number of meetings, the proving up 
of work by post-mortem, surgery, follow-up, and 
so on are all available and usually put in force. 
This plan has proved so efficient that much of 
the pioneer work on a trial and error basis has 
been eliminated. 


T american the efforts of such bodies as the 


However, the various departments constitute 
the units of the staff—and as the staff controls 
the status of the hospital—the direction of a de- 
partment seems to be rather important—the chief 
organizing his own department and acting as 
liaison officer. The proper functioning of the or- 
ganization as a whole could not possibly obtain 
without a real executive at the head—by that I 
mean a competent superintendent of the hospital. 


The Qualities Which a Good Chief of Service 
Must Have 


The choice of the head of a department is too 
frequently based upon a friendly gesture rather 
than on merit. Active leadership should obtain 
here as in any other executive position, and it 
will, providing the head feels the call of the job. 
If he is able and has no competent successor at 
the end of a year he should be retained as head. 


My conception of the proper head of a depart- 
ment is that of a doctor who informs himself on 
what is going on in similar departments in other 
progressive institutions and who, in addition, has 
the vision to see what plan will prove the best 
for his own hospital. This plan should call for 
an efficient organization which will bring the 
standard of work to the highest possible peak. 
This is possible only where one has a personnel 
that is willing and anxious to grow, rather than 
to drift with the tide. Years ago when we were 
building our new hospital and reorganizing the 
staff, Dr. Billing’s advice to me was to select pro- 
gressive young men for the staff, rather than old 
men whose greatest asset is a large practice. It 


Presented at the Tri-State Hospital Assembly, Chicago, May 
7, 293i. 
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is less difficult to secure the progressive type of 
man or woman if one can offer teaching facilities, 
Even though the hospital is not the chief hospital 
of a medical school, an affiliation with a teaching 
institution can often be arranged whereby clerk. 
ships are offered to students or small classes in- 
vited. This is wise, where possible, for there is 
an old saying that every teacher is his own best 
student. 


The Department Head and Intern Training 


It should be the duty of the department head 77 
to see that the interns and nurses receive the P 
‘proper training in the subjects covered by his de- F 
partment, in the technique of the various proce- ff 
dures frequently utilized by the department, that © 
certain emergency measures are set up and under- fF 
stood for all probable contingencies, such as : 
tracheotomy, diabetic coma, hemorrhage, etc. 


The Weekly Round Table Conference 


Another way to keep the department members 
on their toes is to organize a weekly round table 
conference, ostensibly for the interns. This 
should be in lieu of a course of deadening, didactic 
lectures. A desirable subject should be selected 
at each meeting for discussion at the next con- 
ference. One of the interns is asked to present 
a resume of the subject and this is followed by a 
general discussion in which the interns partici- 
pate. We have found at The Chicago Memorial 
Hospital that our surgical conferences arouse 
enough interest to attract members from other 
departments and the meeting often takes on the 
features of a general staff meeting. It is need- 
less to say that the various members feel it nec- 
essary to come prepared—for their own protec 
tion. But it is surprising how difficult it is at 
times to get some one department to take hold 
of this work and so meet its obligation to the 
interns and at the same time for the members t0 
profit by it themselves. The department members 
would gain much by teaching each other. 


The same rule should apply to the various de- 
partments which applies to the general staff con- 
ferences where friendly, but very frank, criticism 
often obtains. Years ago when we first started 0” 
this plan a member of our staff said we were 100 
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ruthless in uncovering unnecessary mistakes, com- 
plications, and real casualties, that we should 
“tout” only our successes, that we were stilted 
because of over-standardization. Our stand, how- 
ever, was based on the assumption that our suc- 
cess, like that of any big business, comes from 
careful analysis of failures, and that successes 
will take care of themselves. Thereupon some of 
these doctors were asked to present interesting 
cases and they found to their dismay that they 
had not given the patient the quality of service 
to which he was entitled. They were left with 
the impression that it did not pay to come in only 
partly prepared. Not only that, each member 
finds it to his advantage as well as to that of the 
patient, to present a complete, but compact, 
resume of the high points in pathology, symptoms, 
diagnosis, and treatment of the case under dis- 
cussion. A haphazard presentation makes a bad 
impression—and each member finds this out 
sooner or later. Careless work and a commercial 
spirit should be eliminated by persuasion or force. 


Consultations and Correlation of the Work of 
Departments 


All of this makes for efficiency and it should be 
the duty of each department head to see that these 
things are brought about. Furthermore, while 
the various members of any department are en- 
gaged in the general work of that department, 
they should be encouraged to concentrate on some 
particular line, diabetes, chest, cardio-vascular- 
renal, gastroenterology, and so on. Consultations 
and correlation of the work of departments should 
be encouraged. The daily rounds of the attend- 
ing staff. should be a teaching round for the in- 
terns and their criticism of diagnosis and treat- 
ment should be given a friendly ear. They should 
be given full opportunity to express themselves 
freely on each case. In other words, treat them 
as equals, for often the modern intern has more 
knowledge, though less wisdom, than the attend- 
ing man. It is too bad that interns often have 
to learn how not to do things. 


Another feature of great value is the building 


up of an up-to-date library of both books and 
journals at the hospital. Each department head 
should see that the literature applying to his spe- 
cial department is adequate. At The Chicago Me- 
morial the staff raised a sum of $2,000.00 which 
has made it possible for us to have an up-to-date 
collection of books and the best journals for all 
the special departments. This was _ possible 
through the active cooperation of the various 
heads of departments. 


A very wholesome possession of any physician 
is a streak of curiosity. It should be the duty of 
a department head to encourage the development 
of this streak when he finds it in one of his con- 
freres. It is usually possible to secure the free 
use of a ward bed and extra services of the path- 
ologist or technician for this purpose. He should 
see to it that cooperation on the part of the other 
members, rather than obstructing jealousy, is 
dominant. He should also encourage the mem- 
bers of his department to report cases in the 
journals, personally or as a group. This makes 
‘or aecuracy. The head should never be afraid to 
recon:mend strong men for the department. 






Group Diagnosis 


As departments are units of the staff—the head 
of each unit should arrange cooperative work with 
the other units for the sake of group diagnosis. 
In all clinic cases this group work should be im- 
perative and should be held more than desirable 
in private cases. Jealousies should be stamped 
out so that the patient’s best care will always be 
paramount. 


So a department head should not only be an effi- 
cient doctor in his line but he must be diplomatic 
enough to maintain cooperation at the maximum 
and thick-skinned enough, or considerate enough 
to bear criticism, and willing enough, if neces- 
sary, to use coercion. In other words, he should 
be a leader by virtue of ability, diplomacy, and 
force of character rather than the recipient of an 
honorary position handed out by courtesy through 
rotation. 













Constructing a Home-made Incinerator 


There are two problems involved in waste in- 
cineration: first to secure enough heat and sec- 
ond to retain that heat in the furnace at a suf: 
ficiently high temperature to destroy the ill- 
smelling gases. 

It becomes almost entirely a matter of internal 
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design. Given a proper internal design and waste 
containing fifty per cent or more of dry matter, 
such as the ordinary “pick-up” rubbish of a hos- 
pital, one of the commercial incinerators will burn 
hospital wastes, including animal tissue, without 
disagreeable odor and without added fuel. 
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What the Hospital Should Do 
for the House Staff 


LEWIS E. JARRETT, B.S., M.D., Superintendent 
Medical College of Virginia, Hospital Division, Richmond, Virginia 


various health fields presents a complicated 

picture which requires a comprehensive 
program to be effective. This is particularly true of 
medical education which consists of several def- 
inite steps, each dependent upon the previous one, 
and consequently there must be a carefully cor- 
related program. 


Te education of students for service in the 


After a preliminary period of a decade and a 
half of schooling, the medical student enters the 
study of one of the most highly developed 
branches of education. Following graduation 
from a medical school, the physician enters one 
of the most important and scientific professional 
fields. From the very nature of the type service 
the physician is to perform it is apparent that in 
his educational program every opportunity should 
be given him to properly prepare himself. 


The period of one or several years of hospital 
service following graduation should be considered 
by everyone involved as an important chapter in 
the training, finishing, or if you please, the edu- 
cation of the young physician. Surely the hos- 
pital service must help in the development of its 
interns and should play an important role in teach- 
ing them to tie-in the theoretical with the prac- 
tical. 


. National Organizations Aid in Correcting Impres- 
sion That an Intern Is an Unnecessary Evil 


Years ago interns were considered extravagant 
and unnecessary. The young graduate was 
anxious to become self-supporting and did not 
seriously consider the possible value of hospital 
training. The hospital administrators considered 
interns as an unnecessary evil and were, there- 
fore, not enthusiastic about having them around. 
The members of the hospital staff, who probably 
had never had hospital training themselves, were 
not interested. 


Thanks must be given to several national or- 
ganizations in helping to correct this erroneous 
impression concerning the value of hospital work. 
The Carnegie Foundation report only a few years 
ago disclosed that hospitals generally were under- 
manned and that patients were receiving inade- 
quate attention. The American College of Sur- 


Presented at the meeting of Southeastern Hospital Confer- 
ence, Atlanta, Georgia, April 8, 9, 10, 1937. 
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geons with its program of standardization, in- 7 
itiated about twenty years ago, has greatly im- : 
proved hospital service. The program of the | 


American Medical Association approving of hos- 4 


pitals on the basis of their ability to educate | 


interns and residents has been an important fac. 7 


tor in the change that has taken place. In addi- | 
tion to these organizations the cooperation of a ¢ 
number of medical schools with State Boards of | 
Medical Examiners requiring internships before [ 
graduation or licensure has placed a definite obli- | 
gation on hospitals and hospital administrators. | 
These factors have combined to completely change | 
the attitude of those parties concerned as to the 
value and necessity of hospital training in medi- 
cal education. All of this has occurred over a very | 
short period of time until at present graduates in | 
medicine anticipate and expect to havea satisfac- | 
tory internship. 


The Hospital Administrator Must Have Carefully 
Planned Program for Interns 


What then should be the attitude of the hos- 
pital administrator concerning these young medi- 
cal graduates presenting themselves for service 
in the hospital? These men, fresh from college, 
are full of scientific knowledge and over-flowing 
with enthusiasm for their year’s work. The only 
answer can be that the hospital administrator 
must meet this youthful challenge with a care- 
fully planned program of training. 


The hospital superintendent must first be sure 
that his “house is in order.” He must provide 
adequate and satisfactory living quarters, he must 
have an adequate number of interns based on the 
number of patients to be served, and he must have 
the necessary departments which go to make up 
a modern hospital and these departments must be 
properly managed. 


Before commencing his service, the new intern 
should have a conference with the superintendent 
and his assistants at which time an introduction 
to his medical duties and responsibilities should 
be made. He should have explained the place the 
hospital occupies in the health program of the 
community, and this should thoroughly impress 
him with the part he is to play in the care of the 
patients. This preliminary introduction as to his 
obligation to his patients and to the public should 
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> the intern. 


make such an imprint upon him as to make him 
immediately a living part of the hospital, anxious 
to further the ideals of service to the sick as por- 
trayed by the institution itself. 


Then, too, he must know of the internal organ- 
ization of the hospital and an administrative chart 
should be discussed for this purpose. From this 
chart can be developed an interesting story of the 
various departments of the hospital together with 
their duties. After learning of the problems of 
these departments, it is easy to convince the in- 
tern of the necessity for thorough cooperation and 
sympathetic understanding of one department for 
another. 


Items for Thought 


Rules and Regulations for members of the house 
staff are necessary. These rules should be 
adopted only after careful thought and should not 
be so narrow and restrictive as to render them 
impossible of enforcement. This thought should 
be kept in mind in formulating the regulations and 
the members of the house staff should be made 
to understand their necessity as well as their use- 
fulness, both from their own viewpoint as well 
as from the viewpoint of the hospital. 


A Procedure Book for the resident staff is of 
extreme value from the standpoint of both the 
intern and the hospital. In this should be discussed 
questions involving usual as well as unusual oc- 
currences in the hospital. As for example: Rules 
for the hospitalization of the resident staff, for 
use of laundry, for admission and discharge of 
patients, for type cases that require the calling 
of the coroner, etc. It is impossible in a single 
meeting with members of the house staff to dis- 
cuss all of these problems and too often one of 
the rules of the hospital is violated by a member 
of the house staff entirely through ignorance. This 
places the hospital in an embarrassing position 
and it is a very simple matter for the superin- 
tendent to reprimand the intern for violation of 
a rule unknown to him while he was conscientious 
and acting in good faith. 


Professional Training is the most important sin- 
gle obligation of the hospital to the intern. The 
members of the visiting staff must acknowledge 
this obligation and be prepared to offer a sys- 
tematic and well planned course of instruction to 
They must realize that he is not 
serving a period in the hospital merely for scut- 
work, but that he is a member of the medical pro- 
fession, anxious and willing to serve as an aide 
to the visiting physician. The staff must make 
regular rounds, always accompanied by a member 
of the house staff, discussing the cases he sees 


and allowing time for an expression from the 
intern. 
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The staff member must instruct not only as 
to the diagnosis and treatment of particular cases, 
but must use his knowledge and experience in a 
correlation and comparison of cases as well as 
diseases. The visiting physician should also give 
instruction as to various procedures such as spinal 
puncture, suturing, operating room technique, and 
numerous others that the young physician must 
learn. The intern should not learn these technics 
by merely practicing on patients, but should be 
instructed. 


I feel that the visiting staff has a definite obli- 
gation in this connection, but more than that they 
have a glorious opportunity. They should take 
real pride in helping these young men develop and 
expand in their knowledge of medicine knowing 
that in performing this duty, they are rendering 
a real service to sick and suffering humanity. 


Staff Meetings with regular weekly departmen- 
tal conferences are essential. The members of the 
house staff should take an active part in prepar- 
ing for these meetings and thus broaden their edu- 
cation. In addition to these conferences there 
should be a regular monthly meeting of the staff 
with free participation by the interns in the pro- 
gram. Both of these meetings should cover sta- 
tistics, morbidities, mortalities, as well as other 
pertinent and interesting items. 


Medical Records are very important and yet 
they have, more or less generally, been neglected. 
The intern should be impressed with the necessity 
for a record of complete history and physical ex- 
amination and adequate progress notes. All 
diagnoses should be positive and should conform 
to an official and accepted nomenclature. A sum- 
mary chart or discharge note should be made in 
duplicate for each patient, one for the record and 
one for the out-patient department. After the 
discharge of a patient these records should be 
carefully filed and provisions made for an adequate 
cross-index system in order that they will be of 
value for future use and reference. 


The Out-patient Department is an important ad- 
junct to any hospital. It is not necessary that this 
be connected with a large institution, but even the 
smaller institution should have a return of their 
patients for out-patient service. Members of the 
resident staff should have a regular assignment at 
the dispensary under staff supervision. This is 
highly important if the patient is to be followed 
throughout his illness and if there is to be any 
semblance of a satisfactory follow-up system. 


A Medical Library is a practical necessity for 
a hospital and should consist of books and periodi- 
cals representative of all the specialties. This al- 
lows for ready reference by the members of the 
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house staff and provides an access to additional 
knowledge that is essential. 


Research has played an important part in the 
development of medical knowledge. Every oppor- 
tunity should be given the young intern to think 
beyond an individual patient or disease and he 
should be stimulated to think of problems as yet 
unsolved. I do not mean that each hospital should 
have a large pretentious research laboratory, but 
more that the administrator and the staff should 
help stimulate the interns to think for themselves 
and to investigate their ideas. 


The Ex-Intern upon completion of his term of 
service at the hospital should not lose contact with 
his hospital, nor should the hospital lose sight of 
the fact that it has an obligation to help the in- 
tern after the completion of his service. The 
hospital administrator should be alert for satis- 
factory openings in the practice of medicine and 
make every effort to see that his men are satis- 
factorily located. He should see that an ex-interns’ 
club is formed and by this means there will re- 
main a contact between the intern and the hos- 
pital that will be valuable to both in the future. 


Throughout this discussion we have considered 
the hospital’s obligation to the intern from more 
or less a scientific standpoint, attempting to help 
the intern correlate the practical with the theoreti- 
cal. This is necessary and I would like to quote 
from a lecture delivered by Oliver Wendell Holmes 
in 1867, “The most essential part of a student’s 
instruction is obtained as I believe, not in the 
lecture room, but at the bedside. Nothing seen 


there is lost. The rhythms of disease are learned © 
by frequent repetition. Its unforeseen occurrences 4 
stamp themselves indelibly on the memory. Before ~ 
the student is aware of what he has acquired he © 


has learned the aspects and causes and probable 7 
issue of the diseases he has seen with his teacher 


and the proper mode of dealing with them so far 
as his master knows.” 


The Patient Must Not Be Forgotten in Treating — 


a Disease 


The hospital has another definite obligation to 
the resident staff which is very important, but 
possibly more often than not is over-looked. This | 
is that the intern must be taught in treating a 7 


disease that the patient is not forgotten. He must 


be taught to be tactful and courteous to patients, : 
relatives, and chiefs alike. He must remember |7 
that each patient is sick mentally as well as phys- * 


ically and that the members of the family are | 


under a mental strain. He must think of the | 
social aspect of each patient and give this thought |- 
consideration in his dealings with them. He must |- 
learn to be sympathetic without bearing burdens. | 
He must develop himself so that he will be able 
to advise patients concerning personal problems 
as well as professional ones. Here the hospital 
administrator and his staff have a definite obliga- 
tion if they are to help mould the young graduate 
in medicine into a successful practitioner. In 
other words we have an obligation in teaching 
these men not only how to practice the science 
of medicine, but also how to practice the art of 
medicine. 





The Care of Wood Floors 


The large majority of wood floors are finished 


with shellac. For this purpose the shellac used 
should be of the white 5 lb. cut grade so marked 
on the can and fresh, as it deteriorates after 6 to 
8 months unless in sealed glass containers. The 
current price varies from about $1.25 per gallon 
in floor supply houses to $2.00 or more in paint 
and department stores. 


To refinish a shellac finished floor, if not un- 
even, warped or cupped, wash with warm water 
and a neutral or alkaline soap (not soap powder) 
and rinse with clear water using as little water 
as possible. 


Set up polishing machine with wire brushes and 
pad with No. 3 steel wool. Sprinkle floor with 
50 per cent solution of denatured grain alcohol 
and scrub with the steel wool faced polisher. Rinse 
with clear water. Do not wax until at least 8 or 
10 hours after the water has dried. Do not use 
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water wax as the water will discolor and blister 
the shellac. 


- If the floor is uneven it must first be sanded to 
an even smooth surface. Use No. 4 or 314 grit 
to remove old finish, follow with No. 21% or 2, 
then No. 14 and finish with No. 0 or 00. Paper 
finer than No. 14 cannot be used on pine floors as 
pitch will clog the abrasive surface. 


Alcohol for dissolving shellac should be of the 
188 proof No. 1 denatured solvent grade, as the 
No. 5 grade commonly used as an anti-freeze mix- 
ture may spoil the shellac. 


If it is desired to varnish an oak floor it must 
first be paste-filled or it will discolor. 


The recently introduced penetrating floor 
sealers, seal the wood against dirt and temporary 
contact with moisture, but require much more 
careful preparation of the raw surface and should 
be waxed and not shellacked or varnished for the 
final finish. 
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Pathology in the Smaller Hospital 


F. P. G. LATTNER, Superintendent 
Finley Hospital, Dubuque, Iowa 


teen years has averaged about 55 patients per 

day, we have had an experience that may give 
many of you the inspiration to try some similar 
plan. 


l’ A 100-bed hospital, which over the past fif- 


About 18 years ago a local doctor furnished 
equipment and underwrote the salary of a labora- 
tory technician in the hospital. This continued 
for three years. Because of jealousies and mis- 
understandings, the hospital trustees were advised 
that it would be better for the hospital to oper- 
ate the department. They took a bold step. They 
employed a full-time pathologist to head this de- 
partment. 


Financing the Department 


In order to finance the department routine 
laboratory fees for all patients admitted to the 
hospital were instituted. This fee covered ordi- 
nary urine and blood tests. Later they established 
compulsory tissue examinations for which a 
routine fee of $3.75 is charged. Thus the labora- 
tory was assured of a fairly regular income, the 
attending doctor knew that certain tests were 
available for him in aiding in the diagnosis of his 
case, and the patient had the benefit of a con- 
sultation and an assurance that the work of his 
doctor was being checked. The combination was 
ideal. 


Shortly after the establishment of this service, 
a far-sighted public health physician arranged for 
a contract with the city for testing of the city 
water, and of milk and ice cream sold in the city. 
Also a contract was entered into with the county 
for public health tests such as Wassermanns, 
smears, cultures, and so forth. This service is 
all available at the State Laboratories without 
charge, but time is required for sending of sam- 
ples and return of reports. The value of an early 
and up-to-date report has been so fully realized 
that these contracts have been kept in force up 
to this date. 


With these annual contracts, the routine fees 
charged in-patients and charges for examinations 
made for out-patients sent in by doctors for 


ee 


Ag tesented at the annual meeting of the Minnesota Hospital 
sociation, Rochester, Minnesota, May 13-15, 1937. 
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specific tests, the department has been able to 
earn sufficient to pay its expenses and its share 
of the overhead of the hospital. Thus is answered 
the question of the administrator and the hospital 
board as to dollars and cents. 


The benefits accruing have been manifold. I 
shall not dwell long on the community benefits 
arising from the city and county contracts as I 
am sure that it will be apparent to you all that 
speed in determining impurities in the water sys- 
tem, or in determining whether a suspected diph- 
theria culture is positive is most desirable. When 
you realize that each year approximately 7,000 
of these tests are made you can realize the use 
and value of the department. I only wish to em- 
phasize that such an arrangement in many cases 
may be the only way in which it will be possible 
for a small hospital to have the benefit of a full- 
time pathologist. 


The Laboratory’s Service to the Hospital 


Now within the hospital itself. We all are pri- 
marily interested in the patient within our walls. 
We insist on urinalyses and blood counts on all 
patients, except occasional emergencies. There 
can be no question as to the value of this today. 
The patient will pay for it, and so the doctor ac- 
cepts it and appreciates it. In medical cases the 
tests may be repeated and a reasonable number 
will be done without extra charge. If something 
unusual shows up the pathologist is available and 
desirous of consulting with the attending physi- 
cian as to its implications. If more complicated 
tests are desired they can be ordered by the at- 
tending physician either before or, better, after 
consultation with the pathologist. Of course, 
there is an extra charge for this. 


In surgery, after routine tests are made before 
the operation, there is also required tissue exam- 
ination after operation. In some cases such as 
tonsillectomies this examination is gross and no 
charge is made. In most others a charge of $3.75 
is made to the patient. This is compulsory, that 
is, all tissues are delivered to the pathological 
laboratory by the operating room employees— 
none go down the sewer unseen. This is a good 
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The Pathological Laboratory 


rule to follow as I believe you will realize that 
a surgeon does not care to have the pathologist 


finding and reporting that normal tissue has been 
removed. The patient benefits accordingly and 
so there can be no question about the charge. 
Also the charge is small enough if some particu- 
lar pathology is discovered that is of specific bene- 


fit in determining future treatment. And it does 
show up.. For those interested in the hospital 
smaller than the hospital we are discussing, con- 
sider seriously the possibility of arranging with 
a pathologist in a neighboring city to examine all 
your tissues. You can pay for this service by 
passing the cost on to your patient. We have 
several small hospitals which have such an ar- 
rangement with us and they and their doctors 
like it. The pathologist will be glad to come to 
your staff meetings and talk to your doctors and 
help your laboratory technicians in any problems 
they may have. 


The Intangible Services of the Laboratory 


Now let us discuss some of the functions of the 
pathologist that do not bring in direct financial 
benefits, but are most important. Or, as the pres- 
ident of our Board of Trustees once called them, 
the extra curricular activities. That is, determin- 
ing the cause of failure or success in treatment— 
by necropsy and advancing the science of medi- 
cine. 
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One of the most beneficial functions of a path- 
ologist is that of performing a necropsy with the 
attendant determination of the cause of death, and 
the factors leading up to condition discovered. It 
is through this means that the clinician is able 
to have his diagnosis and treatment checked. 
Through these is he able to learn. Those most 
interested in the science of medicine are the ones 
most anxious to obtain necropsies. The man who 
admits he may not always be right and who wants 
to know wherein he fails is the man who will have 
a better chance to be right in the greater number 
of cases. This is where the pathologist can help. 
In the United States we are proud of our doctors 
but we must all admit that our percentage of 
necropsies in the smaller hospitals is too low. 
How much valuable information is being lost be- 
cause of no necropsies is hard to imagine. Our 
necropsy records. show that we have had cases 
in our hospitals that are most rare—the medical 
reports on like cases being very few. If we did 
not have a pathologist to perform these necrop- 
sies and make his findings therefrom they prob- 
ably would be missed. Our percentage of deaths 
going to necropsy last year was 29.6. And we 
have no interns or residents. It has resulted from 
the doctors themselves obtaining the permission. 
I firmly believe that with these necropsies and 
the report of the cases at our weekly clinico- 
pathological conferences and staff meetings that 
the standard of medicine in Dubuque is conside!- 
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ably higher than it would be without them. These 
conferences are post-graduate courses for our 
doctors. They were started and conducted by our 
pathologist. He arranged the programs, helped 
the men work up their cases, edited their papers, 
and arranged for their publication in medical 
journals. Without his interest, help, and initia- 
tive most of it would never have been done. 


The Pathological Museum 


He has gradually built up a museum of speci- 
mens that have been preserved and mounted until 
the number is now approximately 1,000. The value 
of these is great—the doctor can see the gross 
anatomical changes resulting from disease. The 
microscopic slides of the specimens can also be 
examined and, believe it or not, the museum is 
always one of the most popular places in the hos- 
pital on National Hospital Day. In many cases 
an interesting tie-up of the history of the case, 
x-ray films, specimens and necropsy findings have 
been made so that the entire aspect is presented 
visually. 


In conjunction with the museum many gross 
photographs, microphotographs, and water color 
drawings make up the collection of medical illus- 
trations. Requests have been received from pub- 
lishers of the Year Book of Surgery, Pediatrics 
and various other medical journals for such illus- 
trations. 


The Museum of 
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It has also fallen to the lot of our pathologist 
to develop and build up our medical library. This 
is at the hospital and from it any one of the doc- 
tors can obtain material on subjects of particular 
interest to him. 


The pathologist is chairman of Records Com- 
mittee of the staff and not being a competitor 
and being genuinely interested in seeing that the 
standards of the hospital and the practice therein 
are high, he can “crack down” on delinquents in 
a way that others could not. 


Does all this seem worth while? I believe that 
from the foregoing you will agree with me when 
I say that I believe that our pathologist in the 
15 years he has been with us has done more for 
the advancement of the science of medicine in our 
hospital than any other person or factor. The 
only question is whether today’s patient should 
pay for all the extra-curricular activity. He does 
now,—seldom more than $8.75, but we hope that 
in the future endowments for this type of work 
may be obtained, grants for research work may 
be received from the state (without political 
strings, of course. In effect that is what our city 
and county contracts are, although they get value 
received directly). With such help the cost could 
be made less, or to be preferred, still more in the 
way of study and advancement of the science of 
medicine could be attempted. A pathologist in 
any hospital, small or large is a community asset. 


Specimens 





Operating the General Hospital's Laundry 
Service, and the Program Involved 


S. FRANK ROACH, Superintendent of Laundry 
Jersey City Medical Center, Jersey City, N. J. 


deavor, the writer is aware of the belief held 

by the average hospital administrator that a 
general policy sufficient to supply his institution 
or any other particular institution with its re- 
quired laundry service is one of the things which 
will never come to pass. The administrator predi- 
cates this belief of course on the assumption that 
such a failure is brought about by the physical 
set-up of his hospital. In other words, he believes 
that no two hospitals can ever hope to carry on 
this requirement, from a standard method and 
procedure, because of the differences found in in- 
dividual set-up. 


[’ A presentation such as is intended in this en- 


Main Factors Involved 


We cannot get away from the positive fact that 
the problem, in its entirety, is made up of only 
four main factors: 


1 The demand (patients’ requirements) that re- 
quires this service 


The method employed to furnish it, plus the 
collection and delivery after processing 


The operation of the unit from a production 
viewpoint 


The amount of supplies in circulation neces- 
sary to keep the service at a satisfying point 


Planning a Standard Program 


From the laundryman’s point of view, he fails 
to discover any hardship or handicap, because pa- 
tients are upstairs or down, or because they are 
domiciled in several buildings. Irrespective of 
where they are located, the laundry service re- 
quired for their direct service has to be forthcom- 
ing, and by the same token all other requirements 
involved in their general welfare demands must 
be supplied. In a measure, this suggests that we 
can supply this requisite from a standard pro- 
gram, provided that program is correctly planned. 
The standardization of such a policy offered here- 
with, is predicated on this background. 


We will assume that a division has a patients’ 
bed capacity of thirty. We should, if this unit 
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was being opened up for new occupancy, set up | 
in its linen reserve closet, an amount equivalent | 


to a complete three-plus equipment for this divi- 


sion. And we should also set-up a two-plus amount | 


in the laundry’s main linen storage area, to be 
ready for distribution when required. 


If we were confronted with an institutional set- 
up of ten or more such divisions, and there were 
a variation in every other one as to bed capacity, 
the same rule as previously mentioned (the three 
plus) would be carried out to the letter. A cor- 
responding amount (the two plus) would be set- 
up for every such division. It is obvious to the 
reader that by a policy such as suggested, the 
operation of the laundry unit does not become a 
factor in the furnishing of this specific service. 
Where the policy is other than that suggested, we 
can expect to see the self same laundry unit act- 
ing as a bridge to meet the demands being made, 
because of such a contingency. But might not 
the cause for this situation be brought about by 
the unreasonable demands made and very often 
by the failure to meet them because they were im- 
possible to meet? 


Did you ever stop to think that your laundry 
supervisor, if he is really qualified, looks forward 
as anxiously as you to setting up a program of 
operation from a production foundation, that gives 
him and you the greatest return? Do you realize 
as well, that when the hospital demands some- 
thing beyond the particular limitations existing, 
such a policy breaks down orderly procedure? 
I doubt if you ever bestowed any thought to such 
an eventuality and yet from this cause we cal 
find, with little effort, the reason for much of the 
criticism of the laundry service. To understand 
this problem we should have a knowledge of it 
in its entirety. We cannot consider the demands 
upon the laundry unit without giving considera- 
tion to the supplies offered it to meet such de- 
mand. It is not a one way proposition, as many 
believe. 


Demands or requirements must be related to 
supplies. It is granted by everyone that everything 
has a productive capacity beyond which efficiency 
cannot go. The human element—the laundry staff 
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—_-can occasionally increase its normal output, but 
not for an indefinite period. 


The physical make-up regulates the “how long” 
of this feature. The mechanical element—the 
equipment—has been designed and built to have 
a specific capacity in a specific period. The crack- 
ing of a whip, or a few cuss words are of no avail; 
the response and return is always the same from 
such contraptions, if we follow the formula oper- 
ation set up as a guide. 


True, we can do a little bit more if we want to 
sacrifice quality performance and this is very 
often done where the machine operator has be- 
come distracted by the insistent demands made, 
but the user is therefore the loser and often at a 
cost to all concerned. Positive avoidance of this 
disturbing situation is assured if and when the 


) five-plus amount for circulation is accepted. 


Laundry Service 50 Per Cent Above Linen Used 
to Originally Clothe Bed 


It is a well conceded fact that a hospital’s daily 


* census of patients uses about fifty per cent more 


laundry service articles in a twenty-four hour 
period than is used to originally clothe and cover 
the bed so occupied. This figure includes both the 


| acutely ill patient and the convalescent type case. 


The Value of the Five-Plus Plan 


To bring out more specifically the value of this 
five-plus amount; the three-plus at the station will 
provide for a two-day supply, while the two-plus 
reserve on storage in the laundry linen room will 
supply more than enough for another twenty-four 
hour demand. The outstanding and important 
feature of such a set-up is reflected in the absence 
of any demand on the laundry covering this three- 
day supply, thereby permitting the laundry pro- 


: gram to concentrate on efficiency—the sufficiency 


being now supplied. The laundry supervisor can 
thereby schedule the daily volume received for ef- 
ficient production and he is not disturbed by any 
hurry up deliveries generally brought about by 
the less than specified five-plus. 


The only possible argument against such a pro- 
gram is the cost of supplying the five-plus stand- 
ard. We can all agree that it does have a seem- 
ingly excessive cost but the administrator must 
not forget what disturbing situations as well as 
interrupted economical procedure have cost. He 


or she should ask themselves “Which is preferable, 
money spent on the three-plus plan with hardly 
any positive return except perhaps a make-shift 
accommodation, or money spent on the five-plus 
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plan for a lasting benefit?” I rather think they 


will prefer the five-plus plan. 


The Benefits of the Five-Plus Amount 


But let us go one step more in studying the 
benefits of this five-plus standard to which I sub- 
scribe. Let us assume you are operating your hos- 
pital laundry service from a three-plus foundation. 
The interested reader no doubt understands that 
hospital laundry articles are not worn out by pa- 
tient’s use as much as by the processing required 
for re-use by the patient. It is a natural conclu- 
sion therefore that the more frequently we send 
these articles to the laundry unit for processing 
the quicker they are going to be worn out. 


Under the three-plus urrangement they are 
going to be sent in every other day, and often 
the same day, due to the demand for re-use. While 
under the five-plus plan and a programmed policy 
of using the oldest in stock first, we increase the 
life of the entire amount in such circulation by a 
considerable amount. Our practice has shown the 
increase in useful life to be almost two hundred 
per cent. This is more noticeably reflected in our 
annual replacement cost. 


System of Laundry Identification 


We hear and read a great deal about how much 
it costs to operate, especially where we find the 
unit system of identification employed. In this 
system every single piece has to be handled in 
the laundry in order to determine where it must 
be delivered. This excessive cost is a foregone 
conclusion if we but give the subject a moment’s 
consideration. The additional cost in labor alone 
is exceptionally high, because it represents in 
labor so employed, about twenty per cent of the 
entire labor cost. It is impossible of course to 
eliminate this labor cost entirely by any pro- 
gram, but it is possible to cut it more than in half 
and in your favor, by a policy such as is now going 
to be offered. Surely such a saving as this, now 
being wasted by such a policy as the unit identi- 
fying system, is an item of economy to look for 
from any viewpoint. 


The Jersey City Medical Center abandoned unit 
marking program more than fifteen years ago, 
substituting for it this policy. The entire medi- 
cal and surgical adult patient divisions are classi- 
fied under “General Use.” That means that every 
article used in these fields are useable in any one 
of the many divisions within the confine of this 
institution. The value of such a policy is best 
reflected in the reserve we thereby have whieh 
permits us to meet any emergency without any 
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delay being involved. The interested reader will 
immediately grasp the value of this arrangement 
because with such a foundation there is an entire 
absence of major complaints. Only occasionally 
is heard a rumble of trifling disturbance generally 
brought about by the exceptional occurrence. We 
regulate the daily divisional deliveries by the ca- 
pacity of the unit, and not by the daily census. 
By this method we are quite certain to provide 
a sufficiency for a twenty-four hour routine. 


" Balancing the Divisional Stock 


We balance our divisional stock reserve on a 
specific day (Thursday a. m.) each week in order 
that the standard amount is always maintained. 
This prevents hoarding a common occurrence in 
respect to such supplies in the hospital field. In 
our quest for production economy in the operation 
of the laundry unit, aside from that furnished by 
the “general use” policy of handling this specific 
service, we decided that a great additional saving 
could be made by creating “special” lots. For 
example: 


Ward 15 is a pediatric male division, with an 
average daily census of fifty patients. Now every- 
one conversant with a laundry service for such a 
unit realizes the age and size range embraced in 
this division and the number of articles required 
to service such a requirement as previously men- 
tioned. Previous to 1921 this specific volume was 
processed under a bulk handling program. That 
is, the wash-wheels were filled with a white load 
and irrespective of where it came from in the 
operation of the hospital. 


After this processing was completed we had to 
assort every piece and examine as to where it be- 
longed. It was a tedious problem and it involved 
almost a complete day to assemble all that was so 


marked. We therefore eliminated such perform- 
ance by making this load a “special lot.” 


Special Lots 


This is how we operate special lots: 

Every morning a collector removes from each 
of the designated divisions all of the soiled linen. 
This lot is suitably tagged and delivered to the 
washroom, where it is processed in a special 
washer. Upon this completion it is sent to the 
flat ironing department where we separate that 
which has to be rough-dried from that which 
has to be ironed. The rough dry requirements are 
about equal to the finishing time involved and 
when both are ready we combine them and they 
are ready for delivery. 


The success of such an endeavor is reflected in: 


1 The amount of sorting time saved 
2 The amount of labor saved 
3 The amount of money saved 


We now have more than twenty such “specials” 
being processed daily under this policy, and we 
maintain that from such practice we have reduced 
the labor laundry unit operation cost about 15 
per cent. 


The writer believes that his reader will grasp 
without much effort the element of ease with 
which we carry on our laundry service problem, 
under the policy set-up that has been described. 
True, there are other details involved in such a 
standardization. These are worked out with ease 
when the laundry unit is being directed by one 
qualified to perform such a task. Such qualifica- 
tions as a rule are the result of gainful experience. 
The individual in question is provided so that he 
may meet these requirements. To ensure, suc- 
cess the writer stands ready at all times, where 
the facts are offered to study a set-up that will 
satisfy those anxious to adopt such a policy. 
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Value of Uniform Accounting Methods 
to Hospitals 


JAMES V. CLASS, C.P.A., Auditor and Office Manager 
The University Hospitals, Cleveland, Ohio 


HEN we hear the phrase, “Uniform Ac- 
YY count we often think of it in terms 

and values which are far different from 
those which we apply to accounting for the in- 
dividual institution. To many it immediately im- 
plies an encroachment upon the rights and prero- 
gatives of the individual. It may suggest ex- 
penses for new forms to supplant those we now 
have. It will probably suggest some confusion in 
office procedures, sacrifices of old established 
comparative data, strange people in the office from 
time to time pouring over private records, strug- 
gles with old office employees who will resist 
change, and many other local difficulties. 


But granted that all of the previously mentioned 
objections are valid—although usually over-em- 
phasized and of a temporary nature during the 
transition period—it still may seem strange that 
any considerable number of member institutions 
which may be relatively active in other associa- 
tion activities will hesitate or even refuse to go 
into the accounting plan, where the advantages 
so far outweigh the objections. 


Relation of the Accounting Function to 
Management 


Assuming that the plan is sound in principle and 
practical of application, many of the difficulties 
encountered in securing extensive adoption would 
be eliminated if more would keep firmly fixed in 
mind the relationship of the accounting function 
to management—not only for one organization, 
but for related groups and their activities. For 
after all, accounting is one of the most essential 
tools of managenient, and while many people may 
at times chaff under the discipline which it com- 
pels, and try to avoid its proper use, yet the his- 
tory of thousands of organizations shows that 
Managerial neglect or omission of it is far more 
expensive than its intelligent use. 


All human relationships are formed for carry- 
ing out some purpose which the individual alone 
cannot achieve. These social groupings are of 
great variety and complexity and range all the 
way from the simple relationship of two friends, 
or the family circle, to the great organizations of 
empires. 


—_. 


, Presented at the annual convention of The Ohio Hospital 
Association, Columbus, April 14, 1937. 
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While the objectives of the myriad of small 
associations may never be specifically stated and 
in most cases are so commonly accepted and are 
so much a part of our lives that they are hardly 
realized, yet a close scrutiny will find that they all 
have some definite purpose. 


In the more formal social groupings such as 
political, economic, military, and social service or- 
ganizations, we usually find some formal declara- 
tions of objective, which may be in at least two 
phases: First, the ultimate or ideal objective; 
second, the immediate plan. Most of us in ad- 
ministration work—however humble—find our 
greatest satisfaction in striving to bridge the gap 
between the present practical necessities and the 
ideal. 


What Is Needed to Achieve the Objective 


To achieve the objective we need first a plan of 
action, and second the means of measuring and 
charting our progress. 


The basic plan of action of any organization 
such as a hospital originates with a group of peo- 
ple who can foresee essential or desirable social 
improvements in a particular field of endeavor. 
These people usually are not concerned with the 
intimate details of the plan and often are not in 
a position themselves to carry out the voluminous 
tasks of organization and operation. 


The actual planning of the organization and its 
subsequent operation is entrusted to a person 
called director or superintendent. He is entitled 
to full confidence of the group in back of him and 
the group should give him full power and respon- 
sibility for carrying out the plan. 


The director in turn assumes responsibility and 
must understand in sufficient detail the routine 
working so that he can correlate the main objec- 
tive with the detailed activities of assistants who 
are brought in. His plan of action will be based 
upon the policies laid down by the sponsoring 
group which usually will be the board of trustees; 
and he will select as assistants various individuals 
who have skill in the functions requiring more 
specialized training. 


The director ordinarily is concerned with the 
work of his assistants to the extent of assuring 
himself of their capability and to seeing that they 


107 











have sufficient assistance by way of personnel and 
equipment, and proper cooperation from other de- 
partments to carry out the work assigned to them. 


Special Functions 


Each of the special functions under their par- 
ticular supervisor in turn develops their own or- 
ganization as may be found necessary or desirable, 
conforming of course to the general established 
policies. 

From this you will see that the whole process 
of organization and control is pyramidal in nature, 
rising stratum by stratum. The director must see 
that the various strata all fit smoothly and in such 
a manner that the symmetry of the structure as 
a whole is not disturbed. | 


The main plan of action will be arranged for 
each function in the light of the director’s gen- 
eral knowledge of what can be accomplished both 
immediately and in the future. To do this prop- 
erly there must be a complete knowledge of all of 
the requirements and. the personal, physical, and 
financial means existent to attain them. Prob- 
ably the most difficult of all administrative tasks 
is that of balancing or rationing the activities be- 
tween the different functions, and in order to know 
that proper proportion is being maintained 
throughout the organization, the director and de- 
partmental chiefs must have adequate means of 
checking their position and progress from time 
to time. 


Checking of Progress 


The checking of progress from a qualitative 
standpoint does not directly concern us in this dis- 
cussion, although it might be well to recognize 
in passing that quality is very often contingent 
upon data which is obtained through that mana- 
gerial aid which is broadly termed accounting. 


But it is with the quantitative factor that ac- 
counting is chiefly concerned. Accounting is a 
term of wide interpretation and is often used in 
an extremely vague manner. It should not refer 
strictly to the formal groups usually termed ac- 
counting or statistical department, but must in- 
clude all the work of compiling progress records 
throughout all the departments which can be ex- 
pressed quantitatively. 


In well planned institutions, all of the records 
will be so kept and grouped that the pyramidal 
analogy can be maintained. Data which do not 
tie-in or become an integral part of the general 
plan are frequently erroneous, misleading, and 
often dangerous. 


Methods of Recording Progress 


The actual methods of recording progress will 
vary in detail in every department and in every 
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institution, and it is important to keep this jn 
mind. But on the other hand, it is extremely im. 
portant to remember that the outward form and | 
procedure may be the only real difference, and 
that the underlying principles of record work will 
have a great many points in common. 


Just as an individual person cannot in many 
cases do some things as well as an organized 
group, so there arise in our complex system many 
things which the individual institution cannot do, 
however well organized. . Consequently, there 
have arisen associations of institutions, of varying 
types, with the idea of furthering the progress 
of the component organizations. 


It is not to be presumed that the average asso- 
ciations such as the American Hospital Associa- 
tion or the state or district groups are formed to 
weaken or destroy the initiative of the individual 
member, but rather to place at the hands of the 
individual a power for fulfillment of his ideals 
which he never could hope to realize alone. 


It is not necessary to attempt any enumeration 
of the advantages which accrue to the institu- 
tional members from the exchange of ideas 
through the Association which result in better 
inner control, nor the gains made by a united front 
in relations with the outer world. The history of 
this state organization alone bears witness to the 
truth of these statements, with its long list of 
accomplishments during the past few years. 


Providing the Medium for Exchange of Ideas 


But in our relations with each other there arises 
the necessity of a medium which will assist in the 
exchange of ideas—for after all an idea is of little 
value to others until we can impart it to them 
through some means. Every institution, just as 
every organism, is different to a greater or less 
degree from any other, and yet related social in- 
stitutions, just as related living forms will be 
found upon careful analysis and classification of 
functions to have many points in common. 


It becomes the problem of the association to 
provide a means of expression of common ideas 
and arrange for their most efficacious exchange. 
How many of us have been wearied or bored at 
meetings where nerves were irritated, time 
wasted, and even friendships strained in useless 
arguments which probably never would have 
occurred had the participants started out with 4 
clear-cut, uniform definition of the subject. 


To provide such a medium, most associations 
have developed a code of definitions and classifica- 
tion of common subjects, and in most instances 
the accounting—or quantitative control factor— 
has received a considerable portion of the empha 
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sis because as we have seen, this function reaches 
into all of the phases of the institution to a greater 
extent than any other. 


In the American hospital field there have been 
many attempts by groups of varying size, influ- 
ence and importance, during the past few years, 
to develop codes for better mutual understandings 
and all had their points of value and were an in- 
fluence for good; but most of them had the dis- 
advantage of representing too localized conditions 
and lacked a tone of finality or authority over the 
entire field. 


Hospital Accounting and Statistics 


The American Hospital Association, recogniz- 
ing all these factors, undertook to develop a code 
which would provide an outline broad enough to 
serve the entire field, and the results of its en- 
deavors have been published in the booklet en- 
titled “Hospital Accounting and Statistics.” The 
code has been developed to bring together three 
fundamental factors——all equally important to the 
individual hospital in conducting its own affairs 
or in its relation to the association. These are 
(1) a set of definitions of many administrative 
terms, (2) an outline of financial account classifi- 
cations thoroughly described, and (3) an outline 
of operating statistics essential to proper admin- 
istrative control. 


An accounting plan which does not completely 
recognize the interrelationship of all three of 
these factors is of course sadly deficient in worth 
while results, and yet the experience of consult- 
ants and public accountants has shown that many 
hospitals are overlooking the possibilities of good 
control to varying extents. Usually it will be 
found that the hospital will have a fair outline 
of account classifications, although frequently 
they will not entirely conform to good accounting 


. theory; but there will often be no standard set of 


definitions which will be available even between 
the different departments, let alone between neigh- 
boring institutions. Adequate and accurate oper- 


ating statistics planned within the perspective ap- 


plied to other financial data are often conspicuous 
by their neglect or omission in many hospitals. 

This American Hospital Association plan should 
recommend itself, if for nothing else, for values 
to be derived from use as an internal administra- 
tive accounting guide, even though the hospital 


may take no part in association activities what- 
ever. 


Greater Values Accrue by Adoption of the Code 


But there are many greater values which will 
accrue to the hospital in its relationship with 
other hospitals by adoption of the code. Probably 
the greatest opportunity for individual gain lies 
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in exchange of cost data between various institu- 
tions. Without a common code of definition and 
classifications, it is impossible for the administra- 
tion to rely on the data presented. It has prob- 
ably been our common experience many times over 
to find that data which had been prepared in a 
most painstaking manner for us by some neigh- 
boring institution could not be used for compari- 
son because of a lack of common understanding 
of the material included. We know also that de- 
partment heads or even administrators have been 
unjustly criticized for costs which appeared too 
high in comparison with other hospitals, whereas 
a proper uniform approach to cost compilation 
might have revealed a different story. 


During the past few years hospitals have been 
forced to deal more and more with subsidizing 
agencies—either private or public—and without 
a uniform method of preparing and presenting 
data serious misunderstandings have occurred and 
will continue to occur. 


To install this accounting plan will not necessi- 
tate the adoption of any particular set of printed 
forms, books, filing equipment, and so forth. 
Those items are individual local problems which 
will not prove difficult if the basic-plan is thor- 
oughly understood and intelligently applied. 


Any association code such as this, which is of 
necessity very broad in its scope, might seem to 
have points open to criticism here and there, but 
then, we may well ask, who has ever seen a per- 
fect accounting plan? None of us here, at any 
rate, and none of us ever will, because the personal 
factor in operating an organization should always 
be recognized and given preference where neces- 
sary over established routine procedures, and 
rightly so, for none of us want to see the actions, 
aspirations, or ideals of human beings reduced to 
a mathematical formula. 

Any plan such as this develops from the initial 
interest of a group of far-sighted members, and 
is made possible through the democratic nature 
of the organization. The Committee who actually 
did the work undoubtedly do not feel that it is per- 
fect, nor that it is to continue in its present form 
for all time to come, regardless of future condi- 
tions. If the member institution has confidence 
in the association’s ability to adjust its other ac- 
tivities to meet new and changing conditions, it 
should have no hesitation in enthusiastically co- 
operating in this particular instance. The mem- 
ber should recognize all this and expect to give 
up certain little local preferences, and realize that 
the most substantial gains through organization 
will accrue to it and to all others just to the ex- 
tent that each shares its experiences with others 
and is able to express them in symbols which all 
can readily understand. 





Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D., Superintendent 
The Jewish Hospital, Cincinnati, Ohio 


HOSPITAL without hospitality is a con- 
tradiction. 


% o* ok 


Do not hesitate to turn over doubtful accounts 


to your collector. 
* * ok 


Increasing costs for services rendered and for 
commodities require an upward revision of 
charges to patients. 

* * 

To eliminate the feeling of group consciousness 
or favoritism, vacations and sick leave should be 
figured on an exact or mathematical basis. 


% bd % 


Hospital administrators in localities where 
there are no Hospital Councils should cooperate 
in the development of a proper rate structure to 
avoid unfair competition. 


* * %* 


“Science News Letter” advises that discarded 
airplane tubing is found valuable in making 
braces for hospital patients, because of its light- 
ness and strength. 

* * * 


Hospitals are using a communication system so 
that the radiologist may converse with the pa- 
tient while treatment is being given. 


OH 


The esprit de corps of a hospital organization 
is very materially affected by the policy dictated 
by the controlling body, as well as by the methods 
of administration in carrying it into effect. Once 
a definite policy or rules and regulations are 
adopted, they should be closely adhered to with- 
out fear or favor, and when a decision is once 
made on an issue, the Board should stand firmly 
behind it. No rules or regulations should be put 
into force by the medical advisory board, the su- 
perintendent, or any subordinate until they have 
been presented to, carefully considered, and ap- 
proved by the Board, but thereafter, complete en- 
forcement should be insisted upon. 


* ok * 


The presence of the radiologist and pathologist 
on an equal footing with chiefs of every other 
clinical service is absolutely essential to a properly 
conducted clinical conference, and a rule should 
be made requiring such attendance. 
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The staff of a hospital should not be solely a 
number of individuals, each one going his own 
way, doing his own work in the hospital without 
attention of the work of others. There should be 
that spirit of mutual trust, helpfulness, and in- 
terest which permits the discussion of each one’s 
cases with the others as they meet in the hospital, 
and to these discussions the interns who are at 
hand should be welcome. 

William H. Walsh, M.D. 


ee nteene 


Selective menus relieve the dietary department 
of many complaints. Why serve carrots to a pa- 
tient who will not eat them? Giving patients the 
choice of meats, vegetables, and desserts costs but 
little more and pays dividends in satisfied pa- 
tients. 

Lucius B. Wilson, M.D. 


a 


Present labor conditions involving hospitals to- 
day demand immediate consideration by hospital 
administrators in their communities to a study 
of classification of positions, salaries, and other 
requisites provided in order to evolve a stand- 
ardization which will materially assist in prevent- 
ing organization within their institutions. 

Charles A. Wordell. 


— 


In addition to the annual report which is 
printed, the chief of each service, or the chair- 
man of the corresponding committee, may sub- 
mit to the superintendent his suggestions for im- 
provement of the service. These are checked over 
and accepted, unless there is a good reason for 
declining. 

* * %* 

The dietitian must be interested in the social 
welfare of her employee, to be a competent ad- 
ministrator in the fullest extent. 

C. J. Cummings. 


——_>>__——. 
A procedure book for the resident staff is 4 
necessity. In this should be discussed questions 
involving usual, as well as unusual occurrences 
which may happen in the hospital. 
%* BS %* 
The ultimate success of one hospital over al- 
other may depend upon the personnel element 


permeating the institution. 
Lewis E. Jarrett, M.D. 
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Educating Pharmacists for Service in Hospitals 


W. G. CROCKETT, M.S., Phar.D. 
School of Pharmacy, Medical College of Virginia, Richmond, Virginia 


by means of an adequate hospital pharmacy 

or through connection with a well conducted 
retail drug store. It is not my function to pre- 
scribe either. A close study of local conditions 
will enable you to choose the one which best suits 
your individual needs. 

I do wish to emphasize the point, however, that 
the present day graduate in pharmacy is well 
trained—that his education equips him for scien- 
tific work in the field of public health. On the 
contrary, it has been only a few years since phar- 
macists were graduated from short courses and, 
in some states, were graduated in large numbers 
by cram schools. 


Pis'means of an ad service can be obtained 


Present Day Pharmaceutical Education 

The progress in pharmaceutical education dur- 
ing the past ten years has been remarkable. To- 
day, the minimum course throughout America is 
the standard four-year college course which leads 
to the degree of Bachelor of Science in Pharmacy. 
In addition to extensive training in the many 
phases of pharmacy, including materia medica, 
pharmacology, compounding, and assaying, this 
course offers sound education in the arts and 
sciences. 

This point can be illustrated by referring to the 
curriculum of the school of pharmacy with which 
I am connected. The following non-professional 
courses, all of standard college quality are re- 
quired: zoology, botany, mathematics, physics, 
economies, sociology, two years of English and 
four years of chemistry. Students may pursue 
these subjects at academic institutions if they 
wish and thereby shorten their course of study in 
the school of pharmacy. With reference to ad- 
vanced work, at least five of America’s leading 
universities are now offering graduate work in 
pharmacy, thereby enabling graduates to earn the 
degree of Master of Science or Doctor of Phil- 
osophy, through pharmaceutical channels. 


Duties of the Hospital Pharmacist 

This summary of the pharmacist’s education 
makes it obvious that he should be a useful per- 
son on the staff of a hospital. Among the duties 
which he might be expected to perform are: buy- 
ing, manufacturing, compounding, and caring for 
harcotics. His knowledge of medicines and of 
nomenclature frequently enables him to buy eco- 
Nomically, under simple titles, items which are 
Widely exploited at fancy prices under trade- 
marked names. 
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He can suggest and develop inexpensive hospital 
formulas for the replacement of high priced 
proprietary medicines. The chief pharmacist of 
the Peralta Hospital, Oakland, California, reported 
recently that seventeen proprietary cough reme- 
dies formerly carried by the hospital have been 
replaced by three which he prepares. and at sav- 
ing of $6.45 a gallon. 

In the manufacture and dispensing of medicines 
and in the handling of narcotics, the pharmacist 
confers a measure of legal security on the hospital 
which can hardly be acquired in any other way. 
Mistakes made when a pharmacy is conducted 
without the services of a licensed pharmacist lead 
to serious legal complications. The handling of 
narcotics is always a grave matter. Infractions 
of the law by unlicensed persons lead to serious 
involvements with both state and federal au- 
thorities. 

Recent Developments 

The following recent developments show that 
hospital pharmacy is receiving more consideration 
by physicians, hospital executives, and educators 
today than it has at any time in the past: 

1 The American Pharmaceutical Association 
has established a section on Hospital Pharmacy 
which will enable hospital pharmacists to meet 
and discuss their problems annually, and publish 
their papers and reports in the Journal of the 
American Pharmaceutical Association. 

2 The Catholic Hospital Association at its 
meeting in Baltimore, June, 1936, gave its hospital 
pharmacists an afternoon sectional session for 
consideration of their problems, under the direc- 
tion of its Committee on Pharmacy. 

3 The American Hospital Association, at its 
meeting in Cleveland, September, 1936, received a 
splendid report from its Committee on Pharmacy 
which is probably the most comprehensive study 
to date of hospital pharmacy and its needs. The 
report contained a recommendation that the com- 
mittee be continued and that it be given the au- 
thorization and support to make a thorough sur- 
vey of hospital pharmacy during the year. 

4 The American College of Surgeons, at its 
meeting in Philadelphia, October, 1936, devoted a 
portion of the open forum discussion of hospital 
problems to Pharmaceutical Service. This discus- 
sion was led by.the president of the Philadelphia 
College of Pharmacy. Following it, the College 
of Surgeons approved a plan consisting of five 
principles entitled, “A Minimum Standard for 
Hospital Pharmacy.” 





5 The November issue of HOSPITALS carried 
an editorial on “The Hospital Pharmacy” which, 
in four splendidly worded paragraphs, stated the 
importance of the pharmacy as a department of 
the hospital. 


Pharmacy Interns 


The progress here enumerated represents ac- 
tions taken by health organizations with which 
pharmacy is associated and shows how seriously 
these organizations have begun to regard hospital 
pharmacy. From an educational point of view, it 
can be stated that several colleges of pharmacy 
are now studying the duties and possibilities of 
the hospital pharmacist with the intent of modi- 
fying their curricula, if necessary, in order to be 
assured that their graduates are adequately 
trained for hospital service. In this connection it 
should be stated that an effort will be made to 
secure the appointment of graduate pharmacists 
as interns, on the same basis as medical interns, 


to serve one or two years in hospital pharmacies. 
The contacts established between young phar- 
macists and young physicians certainly would be 
mutually helpful. 

It is believed, furthermore, that such intern- 
ships would be beneficial to hospitals both by 
training pharmacists who wish to remain in hos- 
pital pharmacies, and by releasing into drug 
stores each year, a few pharmacists who have the 
hospital point of view and, therefore, can render 
more effective service to the hospitals which deal 
with them. 

I have not intended to take the position that 
every hospital should employ a pharmacist. On 
the contrary, my purpose has been to emphasize 
recent progress in pharmaceutical education, and 
to show that competent pharmaceutical service is 
available whether the hospital wishes to secure 
it by employing its own pharmacist, or by estab- 
lishing connection with a well conducted drug 
store. 





The Association of Managers of Institutional Laundries 
LEON COOKE 


New England Deaconess Hospital, Boston 


OLLOWING the successful example set by the 

Laundrymen of New York, Washington, and 

Philadelphia, the Institutional Laundrymen 
of Massachusetts have organized for the express 
purpose of education in laundry science. Lectures 
on various phases of laundry work are to be held 
at their monthly meetings and the many prob- 
lems of the laundrymen are to be discussed in 
open forum. 

The expense of this association is to be borne 
entirely by the members of the organization them- 
selves by means of monthly dues. 

The actual membership of the association con- 
sists of the superintendents and managers of the 
institutional laundries of Massachusetts. These 
members carry out the necessary business of the 
association by means of its officers and board of 
directors while all laundry employees interested 
in the various subjects to be lectured upon are 
entitled to attend the lectures and forums. 

The Institutional Laundrymen’s Association 
asks for the cooperation of the superintendents 
of all the institutions of Massachusetts so as to 
make the association the success that they so 
much desire. The association officers wish that 
their organization might be indirectly sponsored 
by the institution superintendents themselves in- 
sofar as they might encourage the laundrymen of 
their individual institutions to attend the meet- 
ings of the association whenever it is possible for 
them to do so. 
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Many institutions do not employ the services 
of an experienced laundryman and their laundry 
is under the supervision of some other depart- 
ment. The washman, extractorman, or porter in 
this type of laundry department is privileged to 
attend the educational functions of the association 
and may join as an associate member if they so 
desire. 

It is the firm belief of the members of the asso- 
ciation that their efforts to improve their knowl- 
edge of science and technique in laundry proce- 
dure will reflect in a very definite way in the 
actual service rendered to their various institu- 
tions. They feel that by educating themselves in 
their chosen work they will be raising their posi- 
tions to that of well deserved respect and banish 
all chances of misunderstanding bred, all too 
often, from the lack of scientific knowledge on 
the part of the laundryman. 

Each laundryman has, in the past, followed his 
own individual process of self-education derived 
almost entirely from experience that could only 
be acquired over a long period of time. This op- 
portunity for an organized system of education 
is a welcome innovation to the laundryman of the 
state. 

For the success of this ambitious organization 
the association needs the help and understanding 
of every institution superintendent and the ulti- 
mate success depends upon the cooperation that 
is given. 
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A Cost Study of Nursing 


National League of Nursing Education, in co- 

operation with the American Nurses’ Associa- 
tion, are undertaking a study of nursing costs. 
For this purpose, the Joint Committee on the 
Costs of Nursing Service and Nursing Education 
has been formed. The major objectives of the 
study, as accepted by the Joint Committee, are: 


I To find out the cost to an individual hospital 
of 
1 Operating the nursing service without a 
school 
2 Operating the nursing service with a 
school 


II To develop methods and criteria which will 
make possible a valid comparison of the 
costs in one institution with those in an- 
other. 


The representatives of the American Hospital 
Association on the Joint Committee are E. Muriel 
Anscombe, Dr. Claude W. Munger, Robert E. Neff, 
and C. Rufus Rorem; the representatives of the 
National League of Nursing Education are Marian 
R. Fleming, Stella Goostray, Nellie X. Hawkinson, 
Elizabeth Melby, Effie J. Taylor, and Claribel A. 
Wheeler; and of the American Nurses’ Associa- 
tion, Susan C. Francis and Alma H. Scott. Miss 
Hawkinson is chairman of the Committee. Blanche 
Pfefferkorn, Director of Studies of the National 
League of Nursing Education, will direct the 
study with Charles A. Rovetta as associate direc- 
tor. Mr. Rovetta is a certified public accountant 
who is connected with the School of Business Ad- 
ministration of the University of Chicago. 


Ts American Hospital Association and the 


Hospital and nursing administrators well know 
that the cost of graduate as compared with stu- 
dent nursing service or of a combined graduate 
and student service is by no means a new subject. 
If one is interested in the historical development 
of the idea, he may find references to hospital 
nursing costs as far back as 1912.1. The Commit- 
tee on the Grading of Nursing Schools before 
completing its program “sought to determine 
whether hospitals would gain money or lose 
money if the school were given up.’’? Probably 
the most significant outcome of the cost analyses 
in the last twenty-five years has been the wide 
differences in the findings of various institutions 
on the annual expense to the hospital of operat- 
ing a nursing service with and without a school. 
These analyses have stressed the fact that costs 


_—_—_— 

Goodrich, Annie W., “Discussion.” American Society of Su- 
pepatendents of Training Schools for Nurses, Proceedings, 1912, 
. Burgess, May Ayres, “What the Cost Study Showed.” Amer- 
an Journal of Nursing, April, 1932, p. 427. 
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are meaningless unless one knows the items that 
go into them, the type and quality of the nursing 
service and nursing education upon which the 
costs are based, and the conditions under which 
the nursing service is rendered, that is nurses’ 
hours on duty, patient load, etc. Without this 
knowledge a comparison of costs in one institution 
with those in another is wholly fallacious. 


The Purpose of the Joint Committee 


It is the purpose of the Joint Committee on the 
Costs of Nursing Service and Nursing Education 
to search the problem in such a manner as to set 
forth clearly the factors involved in a cost anal- 
ysis and to show the causes of the differences of 
costs in different institutions. The Committee 
agrees that the project should be approached as a 
scientific problem and treated in a scientific man- 
ner, and that the end products of the study should 
be of a nature which would provide practical as- 
sistance to hospital and nursing administrators 
in determining costs, both actual and relative, in 
their own institutions. Moreover, the Committee 
is further agreed that it is important that hospi- 
tal boards of trustees have a knowledge of the re- 
lationship of costs to standards of nursing service 
and nursing education, and it is hoped that the 
study may be useful for that purpose. The main 
objectives which the Committee seeks to achieve 
through the study are the establishment of meth- 
ods and information which will— 


1 Enable hospitals to find out whether or not 
the cost of conducting a nursing school is an 
expense to the hospital over and above the 
cost of operating the nursing service without 
a school 


Provide information that will be helpful to 
hospital superintendents and directors of 
schools of nursing and nursing services in 
preparing budgets for (a) the school of nurs- 
ing and (b) the nursing service 


Enable one hospital to compare its costs with 
other hospitals by the use of common meth- 
ods, common standards, and a common ac- 
counting system 


Provide for hospitals a detailed accounting 
system for nursing service and nursing edu- 
cation which will correlate with and expand 
the work of the American Hospital Associa- 
tion in its Manual on Hospital Accounting 
and Statistics 


Provide hospitals with factual arguments for 
securing funds for nursing education, as well 
as for hospital nursing care of patients. 





Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


Not upon court decisions which affect hos- 
to the litigation. 


Massachusetts 


McDonald v. Massachusetts General Hospital, 
120 Mass. 432 

This was an action wherein plaintiff sought to 
recover damages for injuries which he allegedly 
sustained by reason of the negligence of defend- 
ant’s servants. 

Plaintiff was confined in the hospital some two 
months for treatment of a fracture, and his status 
was that of a charity case. It appeared that an 
intern had set the fracture under the guidance of 
the attending surgeon, and that this intern had 
continued to treat plaintiff until the patient left 
the hospital. 

Evidence was offered for the plaintiff to show 
that he had objected to the intern treating his leg, 
and that interns frequently treated patients with- 
out consulting the resident physician. Further 
evidence was put in tending to show that the frac- 
ture had not been properly set. A verdict was 
returned in favor of the defendant. 


That the corporation which operated the hos- 
pital was a charitable one could not be questioned, 
for it had no capital stock, and there was no pro- 
vision for its making profits or paying dividends. 
Upon this point it was said by the court: “Its 
funds are derived mainly from public and private 
charity ; its affairs are conducted for a great pub- 
lic purpose, that of administering to the comfort 
of the sick, without any expectation, on the part 
of those immediately interested in the corpora- 
tion, of receiving any compensation. This estab- 
lishes its character as a public charity.” It was 
in evidence that the corporation made charges for 
services to those who were able to pay. Of this 
it was said: “The fact that its funds are sup- 
plemented by such amounts as it may receive from 
those who are able to pay wholly or entirely for 
the accommodations they receive does not render 
it the less a public charity. All sums thus ob- 
tained are held upon the same trust as those which 
are the gifts of pure benevolence.” 

The court indicated that there were circum- 
stances under which a charitable organization 
might be held liable, as, where the officers and 
agents who administer the charity have failed 
to use reasonable care in selecting the servant or 
servants whose negligence is alleged to have re- 
sulted in some injury to the plaintiff. The court 
made clear its position as to the performance of 
the duty of using reasonable care in the following 
language: “The liability of the defendant cor- 
poration can extend no further than this; if there 
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has been no neglect on the part of those who ad- 
minister the trust and control its management, 
and if due care has been used by them in the 
selection of their inferior agents, even if injury 
has occurred by the negligence of such agents, it 
cannot be made responsible. The funds intrusted 
to it are not to be diminished by such casualties, 
if those immediately controlling them have done 
their whole duty in reference to those who have 
sought to obtain the benefit of them.” 
ALN Pare 


Chapin v. Holyoke Y. M. C. A., 165 Mass. 280, 
42 N. E. 1130 


Plaintiff sued the defendant association, a 
charitable organization, to recover damages for 
personal injuries occasioned by collapse of sup- 
ports in the flooring of a building which the asso- 
ciation was erecting. Plaintiff had been invited 
to the dedicatory services in connection with the 
erection of this structure. 

It was held by the trial court that the action 
could not be maintained because defendant was 
a public charitable corporation, and a verdict was 
directed in favor of defendant. Upon the appeal 
this verdict was set aside and a new trial was 
ordered. 

The ruling of the Supreme Judicial Court re- 
quires a charitable corporation to practice charity 
in the strict sense of that word, for the court said: 
“The report shows that while much of the work 
of the defendant corporation is of a charitable 
nature, its purposes are also social, and include 
the giving of lectures and of theatrical and other 
entertainments for the benefit of its members, the 
provision of a gymnasium and of athletic sports 
for promoting their health, and the sale of food 
at a coffee or lunch counter. In these respects 
the defendant is not a public charitable corpora- 
tion, but one established for the peculiar benefit 
of its members.” This decision has not been relied 
upon by other courts in treating of the question 
of liability of charitable institutions. The widely 
followed rule is that if a corporation is essentially 
charitable then the fact that it may derive profits 
from some of its operations, or from some .one 
department, does not, standing alone, throw the 
corporation into that class of corporations which 
are liable for their negligent acts. 

hac ltata ies 


Farrigan v. Pevear, 193 Mass. 147, 78 N. E. 855, 
7 L. R. A. (N.S.) 481 

Plaintiff’s action was against certain trustees 

for personal injuries sustained while he was an 

employee of the Stetson-Home, an unincorporated 

charitable institution. The trustees set up a de- 

fense based upon the fact that the home was 4 
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public charitable institution, and that as individ- 
uals they had no interest in the premises upon 
which the plaintiff was injured. 

It was admitted by the plaintiff that none of 
the defendants was present when the accident 
happened, that none of defendants had knowledge 
of the conditions of the accident, and that none 
of the defendants gave, nor had knowledge of the 
giving of any orders or directions by the defend- 
ant’s agents to the plaintiff, nor had they any 
participation in or knowledge of the work in which 
the plaintiff alleged that he was engaged at the 
time of his injury. The plaintiff further admitted 
that there was no personal negligence of the de- 
fendants, and that if there were any negligence 
causing plaintiff’s injury, it was that of servants 
and agents of the defendants, as trustees, acting 
in the absence of the defendants and without their 
knowledge or direction. 

The court said, at page 148: “The Stetson 
Home, of which the defendants are trustees, was 
founded and is maintained under a trust created 
by gift for the sole purpose of affording an edu- 
cation and maintenance for destitute boys, and 
whatever advantages the institution offers are 
conferred without compensation. These distinc- 
tive features are ample to bring the home, even 
if unincorporated, within that class of benevolent 
institutions whose sole purpose is to furnish re- 
lief to destitute and deserving people, and there- 
fore constitutes a valid public charity.” 

In citing the McDonald case and others, the 
court said at page 149: “But whatever grounds 
may have been stated in support of these and 
other decisions which have held public charities 
exempt from actions caused by the negligence of 
attendants or servants, such an exemption may 
well rest upon the application of the rule of law 
which makes the principal accountable for the 
acts of his servant or agent. Accordingly the true 
inquiry is whether this rule applies to the de- 
fendants. They are not shown to have selected 
incompetent servants, and are conceded not only 
to have been ignorant of the conditions which 
caused the alleged injury, but to have given the 
plaintiff no instructions; nor can there be imputed 
to them knowledge in fact of any order given by 
their agents to him.” 

At page 151 of the opinion: “In no correct 
sense can it be said that the defendants were con- 
ducting a business, or engaged in an enterprise, 
from which they received or could expect to de- 
rive any monetary advantage or private emolu- 
ment. They were serving without compensation 
In the supervision of a home for indigent boys, 
which was established for the purpose of enabling 
them to become self-supporting and efficient mem- 
bers of society. Their duty to the plaintiff in the 
exercise of this function did not extend beyond 
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the requirement of using reasonable care to select 
competent servants, and the demands of substan- 
tial justice are met if as charitable trustees they 
are not charged with the negligence of those so 
employed.” Thus, the trustees cannot be held 
liable for injuries caused by the negligence of 
servants if they have used due care in selecting 
the servants. Some cases qualify the rule by 
holding that the trustees, or managers of a chari- 
table institution are not to be held liable if they 
have used due care in selecting and retaining the 
servant whose negligence caused the injury. 
oniiinie ee. 
Powers v. Massachusetts Homeopathic Hospital, 
109 Fed. 294 


This was a suit by a patient to recover damages 
for an injury caused by the negligence of a nurse 
in placing a hot water bottle against her side. In 
the lower court a verdict was directed in favor 
of the defendant, which was a charitable hospital. 

Plaintiff’s counsel contended that inasmuch as 
she was a paying patient she should be entitled 
to recover. As to this the Circuit Court of Ap- 
peals said: “In our opinion, the difference is im- 
material. . . . Commonly, and in the case at bar 
quite manifestly, this payment does not make full 
pecuniary compensation for the services ren- 
dered. . . . In our opinion, a paying patient in 
the defendant hospital, as well as a non-paying 
patient, seeks and receives the services of a pub- 
lic charity. 

“That such a hospital in its treatment of a rich 
patient shall be held to a greater degree of care 
than in its treatment of a pauper is not to be 
tolerated.” 

In exempting the hospital from liability, the 
Federal court refused to follow the theory that 
the funds of a charity are held in trust and as 
such are not to be depleted by satisfaction of 
judgments rendered in actions brought to recover 
for the negligence of servants of the charity. In- 
stead, this court placed immunity upon a differ- 
ent ground, that of waiver by the beneficiary of 
negligence on the part of the institution, and did 
so in the following language: ‘One who accepts 
the benefit either of a public or of a private 
charity enters into a relation which exempts his 
benefactor from liability for the negligence of his 
servants in administering the charity ; at any rate, 
if the benefactor has used due care in selecting 
those servants. To paraphrase the illustration 
put by the learned judge before whom this case 
was tried, it would be intolerable that a good 
Samaritan who takes to his home a wounded 
stranger for surgical care, should be held per- 
sonally liable for the negligence of his servant in 
caring for that stranger. Were the heart and 
means of that Samaritan so large that he was 
able, not only to provide for one wounded man, 
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but to establish a hospital for the care of a thou- 
sand, it would be no less tolerable that he should 
be held personally liable for the negligence of his 
servant in caring for any one of those thousand 
wounded men. We cannot perceive that the posi- 
tion of the defendant differs from the case sup- 


posed.” 
—_~—__—— 


Thornton v. Franklin Square House, 200 Mass. 

465, 86 N. E. 909, 22 L. R. A. (N. S.) 486 

Plaintiff, who took her lodging and: board with 
defendant, a charitable institution, was injured 
as a result of the collapse of a fire escape which 
she used to escape a fire on defendant’s premises. 
This suit was brought to recover for the injury 
so incurred. The trial court directed a verdict 
for the defendant upon the ground that it was a 
charitable institution. Plaintiff’s exceptions to 
this action of the court were overruled on th 
appeal. 

Plaintiff sought to make the argument that 
since payments were made to the defendant, a 
charitable home for working girls, for board and 
lodging, it was thereby constituted a private cor- 
poration, and as such, liable for the negligence of 
its agents and servants. The Massachusetts court 
gave answer: “The primary source for the sup- 
port of which the receipts from every source were 
appropriated remained unchanged, and there is an 
entire absence of the element of pecuniary gain 
in any form inuring to the benefit of the original 
corporators, or of their successors and associates. 
By receiving these payments, therefore, the essen- 
tial character of the trust was not perverted, nor 
did it cease to be a charity and become a purely 
business enterprise conducted for private profit.” 

There was no evidence adduced which would 
tend to place responsibility for the injury upon the 
negligence of defendant’s servants or agents. As 
a result, the court was forced to hold that where 
the negligence of a servant is made the basis of 
recovery, then plaintiff must go further and prove 
that such servant had not been properly selected 
by those in control of the institution. Plaintiff 
failed to establish this material portion of her 
case. 

i alia 
Holder vy. Massachusetts Horticultural Society, 
211 Mass. 370, 97 N. E. 630 

Plaintiff sued defendant, a charitable institu- 
tion, for injuries which he received when he 
stepped upon a motor driven supply elevator at 
the direction of one of defendant’s superintend- 
ents. At the time of the injury plaintiff was en- 
gaged in work connected with preparing a part of 
the defendant’s premises which had been let to 
a tenant for the period of a week. A judgment 
in favor of plaintiff was affirmed. 

Defendant, of course, relied upon its charitable 
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-ing temporary sickness.” 


character as a defence. However, the court said: 
“The defendant had let that part of the building 
where the accident occurred, to a tenant for pur- 
poses entirely disconnected with those for which 
the defendant was chartered. The business of the 
tenant was not charitable. . . . It is entirely im- 
material that the money received for rent was to 
be applied to the general charitable purposes of 
the society. At the time of the accident the work 
in progress was in no way connected with charity, 
even in its more liberal sense, and the rule of ex- 
emption invoked by the defendant is not appli- 


cable.” 
——_—_——_—— 


Conklin v. John Howard Industrial Home, 224 
Mass. 222, 112 N. E. 606 

This was an action brought by a workman to 
recover damages for personal injuries received 
while chopping wood in a yard maintained by the 
defendant. The defendant was a charitable insti- 
tution organized to assist discharged prisoners 
and others by furnishing them with a temporary 
home and employment. Those who worked in the 
yard were paid for their services. Upon the ap- 
peal it was held that since the yard was operated 
as a part of the defendant’s charitable work for 
the benefit of the inmates, the lower court had 
properly directed a verdict for the defendant. 

Bett SO a 
Benton v. Trustees of the City Hospital of the 
City of Boston, 140 Mass. 13, 1 N. E. 836 

This action was brought to recover damages 
for personal injuries received while on a visit to 
a patient, caused by the negligence of an employee 
of the City Hospital in failing properly to main- 
tain a stairway. Plaintiff’s exceptions to the order 
of the trial court were overruled by the Supreme 
Judicial Court. 

It was shown that an act of the legislature had 
authorized the city “to erect, establish, and main- 
tain a hospital for the reception of persons who 
by misfortune or poverty may require relief dur- 
By virtue of certain 
sections of another act the trustees of the City 
Hospital were made a corporation, having power 
to make rules and regulations, having the gen- 
eral management and control of the hospital, and 
having power to appoint a superintendent. The 
rules of the hospital placed the superintendent in 
charge of the hospital buildings. 

In affirming a ruling of the trial court that the 
action could not be maintained, the reviewing 
court said: “There is no evidence of negligence 
on the part of the trustees as a corporation. There 
is evidence of negligence on the part of the super- 
intendent, but there is no evidence that he was 
not a proper person to be appointed superintend- 
ent.” Thus, the substance of this decision is that 
an action for personal injuries cannot be main- 
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tained against the corporation trustees because 
they are, in operating the hospital, performing a 
duty assumed by the city for the public good, and 
in performing such a duty the trustees would not 
be liable for the negligence of agents of the cor- 
poration, for the city itself would not be liable 
for the negligence of its own officers and agents 
in the performance of their governmental duties. 
By such reasoning the decision is made to rest 
upon principles of law applicable to municipal cor- 
porations rather than upon principles applicable 
to the law of negligence with reference to charities 
and their exemption from liability. 


In this issue only half of the decisions of the 
Supreme Judicial Court of Massachusetts have 
been presented for the reason that further space 
is not available to treat adequately the remaining 
cases. However, in the following issue those cases 
will receive comment. 

Of the cases presented at this time some do 
not involve hospitals. However, the legal prin- 
ciples announced in those decisions may be ap- 
plied to charitable hospitals as much as they may 
be applied to institutions which are charitable, 
but which do not render hospital services to their 
beneficiaries. 


The 1937 Institute for Hospital Administrators 


DEMONSTRATIONS AT CHICAGO HOSPITALS 


WESLEY MEMORIAL HOSPITAL 
Food Service 
Obstetrical Department 
Plans for New $2,000,000 Hospital 
PRESBYTERIAN HOSPITAL 
Clinical Laboratory 
X-ray Department 
Vascular Therapy 
Fever Therapy 
Occupational Therapy 
Anesthesia 
Pharmacy 
Medical Records—Standard Nomenclature 
Patients’ Library 
Housekeeping 
ST. ELIZABETH’S HOSPITAL 
Operating Room Management and Proce- 
dure 
’ Organization and Maintenance of the Ob- 
stetrical Department 
MOUNT SINAI HOSPITAL 
Clinical Laboratory 
X-ray Department 
Business Management 
RAVENSWOOD HOSPITAL 
Office Management 
Correlation of Medical Records with Medi- 
cal Literature 
CHILDREN’S MEMORIAL HOSPITAL 
Laundry 
Purchasing and Stores 
Admitting System 
Endoscopic Clinic 
MICHAEL REESE HOSPITAL 
@linic Management 
Medical Social Service 
Nursing Service 
ST. JOSEPH’S HOSPITAL 
Food Service 
Training Record Librarians 
Central Supply Service 
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HENROTIN HOSPITAL 
Office Management 
Central Food Service 
Housekeeping 
Medical Records—Alphabetical Nomencla- 

ture 

WEST SUBURBAN HOSPITAL 
Mechanical Plant and Maintenance 
Obstetrical Department 
Palm Print Identification of Newborn 
Modern Pediatric Department 
Physical Therapy Department 
Fever Therapy 


CHICAGO MEMORIAL HOSPITAL 
Organization and Management of the 
Small Hospital 
EVANSTON HOSPITAL 
Community Relationships 
ST. LUKE’S HOSPITAL 
Accident Department 
Business Methods 
Operating Room Management and Proce- 
dures 
Equipment and Technique for 
(a) Intravenous and Drip Methods 
(b) Hypodermoclysis 
(c) Blood Transfusion 
Physical Therapy Department 
Nursing Service 
RESEARCH AND EDUCATIONAL 
HOSPITAL 
Physical Therapy Department 
Medical Records—Soundex System 
Integration of Medical School and Hospital 
MUNICIPAL TUBERCULOSIS SANI- 
TARIUM 
Tuberculosis Sanatoria 
ST. MARY’S OF NAZARETH 
Medical Records 
Laboratory Service 





The Hospital Book Shelf 


AMERICAN MEDICINE — EXPERT TESTI- 
MONY OUT OF COURT. A 1,500-page report 
in 2 vols. Price $3.50. Published by the Amer- 
ican Foundation. Esther Everett Lape, Editor 
of the Report. 


This study made by the American Foundation 
covers nineteen months of intensive work. It 
presents excerpts from the replies received from 
over 2,000 leaders in the medical, hospital, and 
educational fields. The authorities quoted pre- 
sent many divergent views upon the practice of 
medicine, the use and abuse of hospitals, and the 
application of hospital and medical service to the 
public welfare. These views voice the personal 
reactions of the correspondents, rather than the 
coordinated opinion of the group. Much of the 
criticism offered is constructive, and many of the 
suggestions can be applied to the increased effi- 
ciency of both medical and hospital service. 


There is, as well, much that is destructive in 
purpose, and some of the suggestions, if applied, 
would result in confusion and disorganization of 
a medical service that has done its work well, 
judging from all accepted standards. 


The work both commends and condemns the 
present system of hospital service, emphasizes the 
high cost of this service, and the unbalanced dis- 
tribution of hospital facilities, particularly in 
rural areas. 


The report is well worth a close study by those 
who administer hospitals, as well as by those who 
support them. It should appeal to the members 
of the medical profession. We cannot accept all 
of the suggestions offered as classical, nor could 
we apply all of them to the advantage of the 
patient and the public. Neither can we endorse 
all of the conclusions of the editors of the report 
as sound. But the report is of value for its con- 
structive criticism, and is interesting as a publi- 
cation in which “we can see ourselves as others 
see us.” It would be a welcome addition to every 
hospital library. 


——--—~<>—_—_ — 


HOSPITAL GUIDE. Norwalk General Hospital, 
Norwalk, Conn. March, 1937. 


If every hospital would follow the lead of the 
Norwalk General Hospital and formulate all its 
rules, routines, and such matters of general in- 
formation as are needed for proper coordination 
of its work, much misunderstanding and much 
criticism on the part of the public would be 
avoided. 
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Under the headings of Administration, Admis- 
sion and Discharge of Patients, Charges to Pa. 
tients, Department of Nursing, Medical Staff, 
Medical Records, Operating Rooms and Emergen. 
cy Service Laboratories, and Service Depart. 
ments, this manual gives to every hospital em- 
ployee all the information he needs concerning 
departments of the hospital other than his own, 
in order to permit him to coordinate his work with 
all other departments and thus insure the patient 
of receiving the maximum of service the hospital 
is prepared to render. The book does not presume 
to go into the routine procedures of the depart- 
ments but does clarify their general policies and 
principles of operation in such a manner as to 
give every reader, be he patient or employee, a 
definite picture of the integration of the many 
activities of the hospital and their working rela- 
tions. 

DUNO E Oe as 
SOCIAL WoRK YEAR Book. 1937. Russell H. 
Kurtz. Russell Sage Foundation New York. 
1937 $4.00 


This very comprehensive survey of all the ac- 
tivities of social work for 1936 should be in the 
hands of every social worker and hospital execu- 
tive. In addition to its coverage of the ordinary 
social work field a careful synopsis of all the 
newer governmental social service activities gives 
a complete cross section view of these vast exten- 
sions in the efforts to meet the exigencies of social 
and socio-economic problems. 


A very valuable section of the book is devoted 
to the description of the membership activities 
and purpose, official publication and address of 
executive officers of all national and governmental 
social agencies. 

settee. 


SOME FEATURES RELATING TO PRESSURE STEAM 
STERILIZATION OF MEDIA AND SOLUTIONS OF 
PARTICULAR INTEREST TO THE LABORATORY 
TECHNICIAN. Weedon B. Underwood. Bulletin, 
The American Sterilizer Company, Erie, Penr- 
sylvania, 1937. Free on request. 


This very timely report should thoroughly dis- 
credit the time-honored custom of regarding the 
pressure gauge reading and time as a measure 
of the efficiency of sterilization. The report shows 
that with the same sterilizer a pressure gauge 
reading of fifteen pounds may accompany aly 
temperature from 212° F. to 250° F. depending 
upon the extent to which the air has been evac- 
uated from the chamber. It also reports 230° F. 
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for ten minutes as the minimal safe sterilizing 
limit for dressings. 


The only safe and sure method of control is 
by the installation of a thermometer in the dis- 
charge line and controlling operation solely by the 
readings on this thermometer. 


In the case of solutions and media there is a 
fairly constant lag between the time the chamber 
reaches sterilizing temperature and the time that 
the contents of flasks reach the same temperature. 
This lag varies according to the shape and size 
of the container. This variation may result in 
serious deterioration of some solutions by too long 
exposure to heat. 


Defective operation of sterilizer is too serious 
a matter to be left to chance. Every one who has 
to do with the sterilization of dressings, solutions, 
or, media should study this little bulletin which 
may be had from the publisher for the asking. 

i lial 


NURSING IN DISEASES OF THE EYE, EAR, 
NOSE AND THROAT, as practiced at the Man- 
hattan Eye, Ear and Throat Hospital. Sixth 
Edition, in cloth, a volume of 273 pages and in- 
dex, with illustrations, published by W. B. 
Saunders and Company, Philadelphia. $2.25. 


This is an exceptionally interesting elementary 
text, of practical value to the student and gradu- 
ate nurse. It is well edited, profusely illustrated, 
showing layouts of instruments for operation and 
treatment, the various sorts of bandages and 
dressing, and describing the technique of their 
application and use. It goes into detail in out- 
lining the duties of the nurse, her preparation for 
the operating or treatment room, and her care of 
the patient in the hospital and home. It is a 
valuable addition to hospital and nursing texts. 

cc alina cate 


ANNUAL REPORT OF THE SURGEON GEN- 
ERAL OF THE PUBLIC HEALTH SERVICE 
OF THE UNITED STATES. 1936. U.S. Gov’t. 
Printing Office, Washington, D. C. $1.00. 


How far flung are the activities of the U. S. 
Public Health Service is well illustrated by sub- 
titles in this report. Laboratory and epidimalogi- 
cal studies on leprosy, malaria, cancer, spotted 
fever, encephalitis, and the control of biologic 
products, industrial disease, child health, milk 
sanitation, sewage treatment and water purifica- 
tion, health inventory, public health administra- 
tion—no activity which will contribute to the con- 
trol of disease escapes this Phenix. 


In addition to its purely public health activities 
the Service is likewise charged with the operation 
of the maritime quarantine of hospitals for the 
merchant marine and both in the United States 
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and in foreign seaports and hospitals for leprosy 
and colonies for narcotic addicts. In addition to 
these duties it extends into some fifteen other 
agencies of the Federal Government in a consulta- 
tive capacity and it is to the credit of this service 
that it has at last made a breach in the wall of 
silence which has been such a serious barrier to 
all concerted efforts to deal with the venereal 
disease problem. 
REC Ne, 


MEDICAL PAPERS. Dedicated to Howard As- 
bury Christian, his present and past associates 
and house officers at the Peter Bent Brigham 
Hospital, Boston, Massachusetts. 1936. R. T. 
Monroe, Editor and Publisher, 721 Huntington 
Ave.; Boston. $10.00. 


True leadership in science is evidenced even 
more by the inspiration the leader is able to give 
his students than by his individual professional 
contributions. 


After thirty years of such leadership in clinical 
and scientific medicine, it is significant that his 
former pupils and associates are able to present 
to Dr. Christian such a tribute to his outstanding 
career as clinician teacher and leader in medical 
education. 


The volume presents more than a hundred re- 


‘search papers and clinical studies by former stu- 


dents and associates of this distinguished physi- 
cian and teacher. 
em ee 
TECHNIQUE OF UNDERWATER GYMNASTICS. By 
Charles Leroy Lowman, M. D., F. A. C. 8S. 
American Publications, Inc., Los Angeles, 1937 
$5.00 


A pioneer in the application of underwater 
gymnastics, muscle re-education and development, 
Dr. Lowman is particularly well equipped to pre- 
sent this much needed contribution. 


Though the value of hydrogymnastics has re- 
cently been given rather general acceptance many 
institutions have hesitated to provide for this new 
modality largely because of a lack of information 
as to facilities needed, lack of appreciation of 
where it would fit into their individual program 
and lack of appreciation of the benefits as well 
as the limitations of the methods. 


Dr. Lowman has done much to clarify the ques- 
tion, to point out both values and limitations as 
well as to give detailed techniques for the various 
procedures and methods of evaluating their 
results. 


With the author’s pre-eminence in this field no 
institution having or contemplating a hydrogym- 
nastic pool or tank, can afford to be. without his| 
valuable presentation of the subject. 





Group Hospitalization Plans Protect 
One Million Persons 


bills report a three-fold increase in mem- 

bership and greater financial stability dur- 
ing the past year. This fact was revealed by 
statements submitted to C. Rufus Rorem, Director 
ef Hospital Service for the American Hospital 
Association. The enrollment had exceeded 900,000 
subscribers on April 1, 1937, and was in excess 
of one million on the first of May. The figures are 
to be contrasted with an estimated enrollment of 
300,000 persons a year ago, and 700,000 on Janu- 
ary 1, 1937. 


NJ sis sere plans for budgeting hospital 


Most of the growth has occurred among non- 
profit free-choice plans of the type sponsored and 
recommended by the American Hospital Associa- 
tion. Thirty-three such associations have enrolled 
800,000 members in eighteen different states, 
where they are supervised and regulated by the 
state departments of insurance or are organized 
under the general laws covering non-profit cor- 
porations. Plans operated by individual hospitals 


and private promoters and industrial enterprises 


report approximately 125,000 subscribers, which 
is essentially the same number as were enrolled 
twelve months previously. These figures do not 
include an additional 75,000 enrolled by industrial 


firms or labor unions exclusively for their own 
membership, or the various plans of contract 
practice or insurance covering both hospital and 
medical services. 


In no instance has a non-profit free choice hos- 
pital service association been discontinued. The 
enrollment in such organizations has increased 
from month to month, the participating hospitals 
have been paid promptly for services to sub- 
scribers, and reserves have been established by 
initial deposit or accumulation of earnings to meet 
the requirements of insurance departments or 
sound business policy. 


During the past three years many new plans 
have been under discussion, but relatively few 
have actually been placed in operation. The files 
of the American Hospital Association contain in- 
formation of at least one hundred plans which 
were discontinued before they reached the stage 
of actually enrolling subscribers. Of those which 
have actually been organized, four single-hospital 
plans have been discontinued because of local pro- 
fessional opposition or lack of community interest. 
In addition, a number of privately owned plans 
have stopped their activities because of conflicts 
with insurance law requirements or difficulties 


April 1 (1937) Enrollment of Non-Profit Hospital Service Plans Which Have Been in Operation Twelve 
Months or Longer 


Location of Headquarters 
Birmingham, Alabama 
Sacramento, California 
San Jose, California 
Norwalk, Connecticut 
Wilmington, Delaware 


UN carn Spe ares aie 


Ashland, Kentucky 

New Orleans, Louisiana 
St. Paul, Minnesota 

St. Louis, Missouri 
Newark, New Jersey 
Geneva, New York 

New York City 

Rochester, New York 
Syracuse, New York 
Chapel Hill, North Carolina 
Durham, North Carolina 
Cleveland, Ohio 
Kingsport, Tennessee 
Norfolk, Virginia 
Richmond, Virginia 
Bluefield, West Virginia 
Charleston, West Virginia 


*Enrollment for June 1, 1937. 
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Employed 
Subscribers Dependents Total 
5,632 4,476 10,108 
10,454 5,227 15,681 
557 550 1,107 
3,596 1,041 4,637 
4,715 2,328 7,043 
35,000 none 35,000 
3,765 2,714 6,479 


13,378 
*44,000 
7,013 
14,502 
830 
*235,000 
*38,129 
*12,056 
15,000 
13,500 
.*50,000 
2,349 
4,126 
2,887 
4,094 
3,610 


26,298 
46,000 
none 
5,725 
130 
135,000 
32,015 
none 
7,975 
13,000 
7,000 
4,439 
2,313 
none 
6,485 
6,173 


39,676 
90,000 
7,013 
20,221 
960 
370,000 
70,144 
12,056 
22,975 
26,500 
57,000 
6,788 
6,439 
2,887 
10,579 
9,783 
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Total 
10,108 
(5,681 
1,107 
4,637 
7,043 
35,000 
6,479 
39,676 
10,000 
7,013 
0,227 
960 
0,000 
0,144 
2,056 
12,975 
6,500 
7,000 
6,788 
6,439 
2,887 
0,579 
9,783 
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An extra factor of safety 


produced under a process wherein high 
heat sterilization is applied AFTER the 


In most callings there are hazards which. 


make any practical safeguard welcome. 
Certainly this is true in surgery . . and here 
we find one reason why so many eminent 
hospitals use D&G Claustro-Thermal 
catgut exclusively. Knowing human limi- 


tations, they feel more secure with a suture 


suture 1s sealed within its glass tube. 

D & G Claustro-Thermal catgut pro- 
vides not only this factor of safety, but in 
addition, all the other qualities essential 
to ease of handling and proper function. 





De G CLAUSTRO-THERMA|. 


DAVIS & GECK, 


INC., BROOKLYN, NEW YORK 





of interesting prospective subscribers. Neither 
single-hospital plans nor those operated by private 
promoters have met widespread public acceptance. 


Voluntary hospital care insurance is not a pan- 
acea for the problems of hospital finance; more- 
over, hospital insurance is not a complete answer 
to the public’s request for a plan of budgeting the 
costs of sickness. Experience has demonstrated, 
however, that hospital service plans which are 
established with primary emphasis upon public 
welfare have also been economically sound in 
their relations with subscribers and hospitals. 


The American Hospital Association does not 
recommend the establishment of hospital service 
associations unless they meet the standards of 
the Council and trustees of the Association estab- 
lished in February, 1933. These standards are: 
Emphasis on public welfare; non-profit sponsor- 
ship and control; free choice of hospital by sub- 
scriber ; limitation of benefits to hospital service; 
representation of community and professional in- 


terests; economic and actuarial soundness; digni- 
fied promotion and management. 


The largest membership has been reached by 
Associated Hospital Service, Incorporated, of 
New York, which enrolled more than 350,000 sub- 
scribers during the first two years of its life ended 
May 1, 1937. Next largest is the plan conducted 
in Minneapolis and St. Paul which reports 90,000 
after four years’ activity. Other growing plans 
have enrollment as follows: Rochester, N. Y., 70,- 
000; Cleveland, 55,000; New Orleans, 40,000; 
Washington, D. C., 35,000; Durham, N. C., 26,- 
000; Chapel Hill, N. C., 23,000; Newark, N. J. 
20,000; Sacramento, Cal., 16,000. 


Other non-profit hospital service associations 
formed since April 1, 1936, are located at Oak- 
land, California; New Haven, Connecticut; Chi- 
cago and Peoria, Illinois; Albany, Buffalo, James- 
town and Utica, New York; and Akron, Ohio. 


The number of plans which had reached pre- 
liminary organization on June Ist, 1937, were 23. 





Spray Lacquer for Wall Painting 
in Hospitals 
The cellulose lacquers are not satisfactory for 
painting plaster walls. They lack body and there- 
fore have low hiding powers. Likewise they dry 
by evaporation and thus have very little “filler” 
effect or adhesive power. 


Before use on new walls it would be necessary 
to prime the walls with a primer sealer, follow 
with enamel undercoat, allow to dry for at least 
a week, and then apply at least three coats of 
lacquer. If applied over old paint they have a 
marked tendency to pull off the old paint in blis- 
ters or even in strips. 


The newly introduced synthetic resins are far 
more satisfactory for wall purposes. In cost of 
material they stand between lacquers and the oil 
paints. They have very high adhesive and cover- 
ing power, can be either brushed or sprayed, and 
give a very tough and durable film. The film 
stands washing very well, and outlasts the flat 
wall paints and enamels. They dry hard over 
night to a gloss or eggshell sheen. 


The synthetic resins require the same prepara- 
tion of new walls as is necessary for any other 
paint. 


1 Allow wall to dry at least two weeks at room 
temperature 


2 Wash with zinc sulphate solution—3 lbs. to 
a gallon of water (to kill “hot” spots in plas- 
ter). Dry thoroughly—at least two days 


3 Apply primer sealer coat. Dry 24 hours 
4 Apply undercoat (pigmented). Dry 24 hours 
5 Apply finish coat of synthetic resin 


—_——_ @—_—_. 


New Memorial Hospital to Be Built 
in New York City 


A new Memorial Hospital for the treatment of 
cancer and allied diseases will be erected in New 
York City on the block bounded by East 67th and 
68th Streets and First and York Avenues. The 
new structure will accommodate 170 patients and 
will cost $2,000,000. The site was given by John 
D. Rockefeller, Jr., and the General Education 
Board gave the funds for the construction of the 
building. 


A Circulating Library Created for the 
Central Maine General Hospital 

A circulating library has been created at the 

Central Maine General Hospital, Lewiston, Maine, 

through a grant of the Bingham Associates, in 

honor of the late Dr. Frederic Henry Gerrish, 

who at one time was professor of anatomy at 
Bowdoin College Medical School, Portland. 

—_———__. 


W. L. Benfer Appointed Superintendent 
of Toledo Hospital 


W. L. Benfer, who has been acting superin- 
tendent of the Toledo Hospital, Toledo, Ohio, has 
been appointed superintendent, effective July 1, 
to succeed George W. Wilson, deceased. 
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PHYSICIANS... 


....U they weren't as fine 
wed never list 


We ask them . . . the folks who register with us ... 
to tell us all about themselves, we ask them for 
their pictures, we try to find if they’re stout-hearted, 
common-sense, eager, honest, understanding, fine... 
... we ask for references and we write and find the 
things that others think of them and add those find- 
ings to the case. 


Then, when you write to ask for men and women, 
we match your specifications point by point, meticu- 
lously, painstakingly, until we find that person you 
Say you want. 


We'll not send you a round peg for a square hole; 
nor a square peg for a round hole. Our people fit! 


HOSPITAL ADMINISTRATORS... GRADUATE NURSES... 


DIETITIANS ... TECHNICIANS 


M.- BURNEICE LARSON, 
DIRECTOR 


as you say you want.... 
them here.... 


They'll have the trustworthy character you want; 
and, too, they'll have an eagerness, a willingness, to 
take that job you offer and lick it, and love it. 


Our people ... the folks we register with us . . . are 
fine, they’re eager, hopeful, able . . . for those are 
our conditions ... if they weren’t as fine as you say 
you want ... we'd never list them here. 


So, if you need fine people, write and tell us what 
you want and we will find them for you. That is 
our great work ... to find the finest personnel in the 
land for the finest hospitals and for kindred institu- 
tions. These things we do well. 


The MEDICAL BUREAU | 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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Applications Received for Personal Membership 


California 


Aita, A. A., supt., San Antonio Community Hos- 
pital, Upland 

French, J. Rollin, M.D., supt., Golden State Hos- 
pital, Los Angeles 


Colorado 


Andrews, Esther E., R.N., Supt., Parkview Hos- 
pital, Pueblo 

Baker, W. T. H., M.D., secy., Parkview Hospital, 
Pueblo 

Britton, Mrs. Melvin C., diet., Parkview Hospital, 
Pueblo 

Dawson, Pauline, cashier and pur. agt., Parkview 
Hospital, Pueblo 

Johnson, E. E., M.D., med. dir., Johnson Hospital, 
Cortez 

Myers, L. N., M.D., med. supt. and owner, Chey- 
enne County Hospital, Cheyenne Wells 

Reardon, Isabel M., R.N., dir. nrsg. serv., Colorado 
State Hospital, Pueblo 

Sherwin, Grange, accountant, St. Luke’s Hospital, 
Denver 


Connecticut 


Creer, Aida E., R.N., asst. supt., Waterbury Hos- 
pital, Waterbury 

Hancock, Richard J., gen. mgr., Lawrence and 
Memorial Associated Hospitals, New London 


Delaware 


Gilliland, A. V., M.D., supt., Delaware State Wel- 
fare Home, Smyrna 


Illinois 


Lindberg, Victor S., supt., Swedish-American Hos- 
pital, Rockford 

McAhrens, Myrtle, supt., Blessing Hospital, 
Quincy 

Seekman, Harry W., asst. supt., Michael Reese 
Hospital, Chicago 


Indiana 


Doup, Josephine, supt., Fayette Memorial Hospi- 
tal, Connersville 

Green, Lowell M., M.D., secy. bd. dir., City Hos- 
pital, Rushville 

Jakes, Lucille, supt., Jasper County Hospital, 
Rensselaer 

Logan, Ethel, R.N., supt., Decatur County Memo- 
rial Hospital, Greenburg 

Pitman, Elizabeth P., R.N., supt., Adams County 
Memorial Hospital, Decatur 

Sheffier, F. G., asst. administr., Union Hospital, 
Terre Haute 
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Sweetman, Theresa, R.N., supt., City Hospital, 
Rushville 

Wolford, Zulla, R.N., supt., Freeman Greene 
County Hospital, Linton 


Iowa 


Ballantyne, Mrs. W., hostess and dir. hskpg., State 
University of Iowa Hospitals, Iowa City 

Camillus, Sister M., Mercy Hospital, Council Bluffs 

Hilgers, Mrs. Genevieve A., R.N., supt., Decorah 
Hospital, Decorah 

Perkins, H. J., mgr., Iowa Sanitarium and Hospi- 
tal, Nevada 

Smith, Harold A., exec. secy., State University of 
Iowa Hospitals, Iowa City 


Louisiana 


Bel, Geo. S., M.D., dir., Charity Hospital, New 
Orleans 


Massachusetts 


Borcherding, Ruth, supt., The Boston Dispensary, 
Boston — 

Doering, Elsie M., fin. secy., Glenside Hospital, 
Jamaica Plain, Boston 

Inez, Sister, R.N., supt., St. John’s Hospital, Lowell 

Paine, F. Ward, vice-pres., Free Hospital for 
Women, Brookline 

Read, W. Kempton, pres., St. Luke’s Hospital, 
New Bedford 

Reese, Lewis L., M.D., night exec., Boston City 
Hospital, Boston 


Michigan 


Burroughs, Paul L., cashier, University Hospital, 
Ann Arbor 


Minnesota 


Gardner, Walter P., M.D., asst. supt., Fergus Falls 
State Hospital, Fergus Falls 


Missouri 


Shotwell, Mrs. Maude Miller, supt., Levering Hos- 
pital, Hannibal 


New York 


Crane, John, asst. to auditor, New York Medical 
College and Flower Hospital, New York 

Croker, Edw. F., Jr., fire prev. serv., Croll Engi- 
neering Corporation, New York 

Erlanger, Arnold, gen. mgr., United States Hoff- 
man Machinery Corporation, New York 

Magelaner, Israel L., M.D., dep. med. supt., Kings 
County Hospital, Brooklyn 
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EDUCATION 


Education is more than classroom exercise. 
In a broad sense, it is the development of 
all those natural faculties which dominate 
physical and mental character . . . Where 
physical education has been neglected as in 
the instance of constipation, wise counsel and 
selected treatment often expedite the return 
to normal function . . . As an adjunct to the 
treatment of diet and exercise, Petrolagar is 


a useful and convenient method of correcting 
constipation .. . By its bland lubricating 
action, Petrolagar produces soft well formed 
stools which are easy to evacuate. Petrolagar 
is prepared in five types — Plain, with Phenol- 
phthalein, with Milk of Magnesia, Unsweetened 
and with Cascara —to provide a range of 
treatment adaptable to the individual patient. 
Petrolagar Laboratories, Inc., Chicago, Illinois. 


Petrolagar is a mechanical emulsion of pure liquid petroiatum (65% by volume) and agar-agar. Accepted by 
the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 
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Ohio 

Wagner, Rt. Rev. Msgr. Marcellus, dir., hosp. ac- 

tivities, Cincinnati 
Oklahoma 
Bell, Dean, supt., Baptist Hospital, Enid 
Oregon 

McCorkle, Clara M., R.N., supt., Hood River Hos- 
pital, Hood River 

Shaffer, Dora, secy.-treas., St. Helens General 
Hospital, St. Helens 

Tagley, Jennie, supt., Portland Convalescent Hos- 
pital, Portland 

Pennsylvania 

Mackie, Rev. Joseph B. C., D.D., trustee, Presby- 

terian Hospital, Philadelphia 
Rhode Island 

Fowler, William H., chief eng., Rhode Island Hos- 
pital, Providence 

Peterson, Mrs. Blanche, R.N., supt., Notre Dame 
Hospital, Central Falls 

Thornley, Albert J., trustee, Memorial Hospital, 
Pawtucket 


Virginia 
Beale, W. L., asst. supt., Medical College of Vir- 
ginia—Hospital Division, Richmond 
Garner, David S., M.D., asst. supt., Medical Col- 
lege of Virginia—Hospital Division, Richmond 
Wisconsin 
Hartman, Iva Louise, R.N., supt., Pinehurst Sana- 
torium, Janesville 
Territory of Hawaii 
Williams, Anna Grace, R.N., dir. sch. nrsg., The 
Queen’s Hospital, Honolulu 
Scotland 
Briggs, A. D., M.B., med. supt., Southern General 
Hospital, Glasgow 


New applications for personal membership— 
Active 
Associate 


Total personal members, June 25, 1937... .2,462 


Applications Received for Institutional Membership 
May 26 to June 25, 1937 


California 
Coachella Valley Hospital 

Compton Sanitarium and Las Campanas Hos- 
pital Compton 
Greens’ Eye Hospital San Francisco 

Intercoast Hospitalization Insurance Associa- 
Sacramento 
San Luis Obispo 
San Jose 


Mountain View Hospital 
O’Connor Sanitarium 
St. John’s Hospital 
San Luis Obispo General Hospital.San Luis Obispo 
Georgia 
Americus and Sumter County Hospital. . Americus 
Baldwin Memorial Hospital Milledgeville 
Warren A. Candler Hospital Savannah 
Rawlings Sanitarium Sandersville 
Washington General Hospital Washington 
Illinois 

Sycamore Municipal Hospital 

Louisiana 
Central Louisiana State Hospital 

Michigan 
Berrien County Hospital 

New Jersey 
Community Hospital 

New York 
Dansville General Hospital........... . Dansville 
Alice Hyde Memorial Hospital 
Meadowbrook Hospital 
Roosevelt Hospital 
Dr. C..Q. Sahler Sanitarium 


Sycamore 
Pineville 
Berrien Center 


Newark 
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St. Joseph’s Hospital New York 


Pennsylvania 
Carlisle Hospital 
Hazel McGilvery Hospital 


South Dakota 
Peabody Hospital Clinic 

Texas 
Brazos Valley Sanitarium 
Denton Hospital and Clinic 
Headlee Hospital 
Holmes Hospital 
Medical Arts Hospital 
Mercedes General Hospital 
St. Vincent’s Sanitarium 


Carlisle 
Meyersdale 


Webster 


Navasota 
Denton 
Odessa 

Gonzales 
Dallas 


Virginia 
Galax Hospital and Clinic 
Wisconsin 
Platteville 
Madison 
Superior 
Whitehall 


Andrew Hospital 

St. Mary’s Hospital 

St. Mary’s Hospital 
Whitehall Community Hospital 

* % * 
New applications for institutional member- 
ship— 
Active 


Total institutional members, June 25, 1937. . 1,968 
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PAYING jo: ITSELF: 


through 


SAVINGS 


Alleghany General Hospifal’s new 

laundry washroom, with Monel metal 

American CASCADE washers, me- 

chanical unloading NOTRUX ex- 

fractors and ULTRA-SPEED Tumblers. 
When Alleghany General Hospital moved into its new building, little of 
the old laundry equipment went along. Some machines having been 
in use for many years, replacement seemed advisable. An American 
laundry advisor was called in. He made a survey of the equipment 
needs for the laundry in the new building, considered every possible 
saving, discovered heretofore overlooked inefficiencies. His recommen- 
dations resulted in the needed new machines being installed and 
remaining equipment modernized. Now the new, completely American 
equipped laundry will not only serve Alleghany General Hospital's 
needs for years to come but will soon pay for itself in operating cost 
savings and linen conservation. 
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Among the Associations 


State and Province Association News 


Report of Annual Meeting of Mid-West 
Hospital Association, Colorado 
Springs, June 10-11, 1937 
The opening session of the Mid-West Hospital 
Association (comprising Colorado, Kansas, Mis- 
souri and Oklahoma) was called to order at 9:30 
a. m., Thursday, June 10, 1937, at the Golf Club, 
Hotel Broadmoor, Colorado Springs, Colorado, the 

president, William S. McNary, presiding. 


Dr. E. T. Olsen, superintendent, State Univer- 
sity and Crippled Children’s Hospital, Oklahoma 
City, presented a paper on “The Hospital and the 
Accident Case,” which was followed by a paper on 
“Efficiency in the Linen Room and Laundry,” by 
Walter G. Christie, superintendent of Presbyterian 
Hospital, Denver. “Why Hospitals Need Finan- 
cial Aid” was discussed by Rev. J. E. Lander, 
financial secretary of Wesley Hospital, Wichita, 
Kansas, and Dr. Maurice H. Rees, dean and super- 
intendent, University of Colorado School of Medi- 
cine and Hospitals, Denver, spoke on “The Care 
of the Neurotic Patient in the General Hospital.” 


The afternoon session was presided over by Dr. 
Herbert A. Black, superintendent, Parkview Hos- 
pital, Pueblo, Colorado. In the absence of Dr. 
Claude Munger, Msgr. John R. Mulroy, director 
of Catholic Charities, Denver, gave a paper on 
“Desirable Relations Between the Voluntary Hos- 
pitals and Welfare Agencies upon behalf of the 
Indigent Patient.” Dr. Joseph A. Doane, medical 
director, Jewish Hospital, Philadelphia, spoke on 
“Employee Relations,” and A. M. Calvin, presi- 
dent of the American Protestant Hospital Associa- 
tion, presented a paper on “Reconstruction Prob- 
lems.” An “American College of Hospital Ad- 
ministrators Round Table Session” was conducted 
by E. Muriel Anscombe, St. Louis, and J. Dewey 
Lutes, executive secretary of the College, dis- 
cussed its purpose, activities, etc. 


The annual banquet was held in the banquet 
room of the Broadmoor Hotel, Thursday evening 
at 7:00 p. m., Mr. McNary presiding. The invo- 
cation was given by Very Rev. Msgr. John R. Mul- 
roy, director of Catholic Charities, Denver. Fol- 
lowing the dinner the guests of honor at the 
speakers’ table were introduced. A. M. Calvin re- 
sponded for the American Protestant Hospital 


128 


Association and Dr. Joseph A. Doane, a former 
president of the American Hospital Association, 
responded for the latter organization. After a 
musical program, the address of the evening was 
given by Honorable Robert L. Stearns, president, 
Colorado Bar Association and dean, University of 
Colorado School of Law, Boulder, Colorado. An 
informal party, in which all the guests partici- 
pated, concluded the evening’s entertainment. 


At the Friday morning session, June 11, pre- 
sided over by T. J. McGinty, vice-president of the 
Mid-West Hospital Association and superintend- 
ent of the Southeast Missouri Hospital, Cape 
Girardeau, Missouri, members of the Colorado 
State Dietetic Association were in attendance. Dr. 
Joseph A. Doane gave a most interesting talk on 
“Dietetic Dilemmas,” which was discussed by Miss 
Anscombe and L. C. Austin, administrator, Meno- 
rah Hospital, Kansas City. This was followed by 
an informative discussion of “The Romance of 
Dishes,” by Samuel Carson of the Carson Crockery 
Company, Denver, Colorado, after which the asso- 
ciation’s annual business meeting was held. 


The president reported that he had represented 
the Mid-West Hospital Association at the annual 
meeting of the Kansas Hospital Association and 
that T. J. McGinty had attended the annual meet- 
ing of the Oklahoma Hospital Association as the 
Mid-West’s representative. 


Following the various committee reports, John 
O. Steel, superintendent of Davis Hospital, Pine 
Bluff, Arkansas, announced that at its annual 
meeting, held May 19, 1937, the Arkansas Hos- 
pital Association voted to seek membership in the 
Mid-West Hospital Association. The Mid-West 
Hospital Association immediately voted to accept 
the state of Arkansas as a member association. 


The following officers and Board members were 
elected: 


President —T. J. McGinty, superintendent, 
Southeast Missouri Hospital, Cape Girardeau, 
Missouri 


President-elect—Dr. E. T. Olsen, superintend- 
ent, State University and Crippled Children’s 
Hospital, Oklahoma City, Oklahoma 


First Vice-President—Rev. J. E. Lander, finan- 
cial secretary, Wesley Hospital, : Wichita 


HOSPITALS 





tients are unable to shave themselves, nurses or 
orderlies use a Schick. Patients who could not 
possibly shave even with a safety razor, have no 
difficulty with the Schick. 

Doctors find the Schick a great, time-saving 
convenience for themselves. They also use it 
in preparing patients for operations after first 
removing extra long hairs with an ordinary hair- 


July, 1937 


noe 


clipper. The danger of infection from a cut or 
abraded skin is avoided. 

It is impossible to cut or scrape the skin with 
a Schick Shaver. It 
without lather or any preparation whatever. 


has no blades. It shaves 


A SCHICK DEALER IS NEAR YOU 
Ask him to show you the Schick and demonstrate 
its efficiency. Remember, too, that a Schick lasts 


for years and pays for itself over and over. 


SCHICK DRY SHAVER, INC., STAMFORD, CONNECTICUT. Western Distributor : 
Edises, Inc.,San Francisco. In Canada: Henry Birks & Sons, Ltd., and other leading stores 


SCHICK 
SHAVER 





Second Vice-President—Walter G. Christie, su- 
perintendent, Presbyterian Hospital, Denver 


Executive Secretary and Treasurer—Florence 
King, assistant administrator, Jewish Hospi- 
tal, St. Louis Missouri 


Board members for a period of 3 years: 


Colorado—Wm. S. McNary, business manager, 
University of Colorado School of Medicine and 
Hospitals, Denver, Colorado 


Kansas—Rev. Harold E. Baker, general super- 
intendent, Wesley Hospital, Wichita, Kansas 


Missouri— Elmer Ahlstedt, superintendent, 
Trinity Lutheran Hospital, Kansas City, Mis- 
souri 


Oklahoma—Florence Worley, superintendent, 
Baptist Hospital, Miami, Oklahoma 


Arkansas—John O. Steel, superintendent, Davis 
Hospital, Pine Bluff, Arkansas 


Lee C. Gammill, superintendent, Baptist State 
Hospital, Little Rock, Arkansas (2 years) 


Regina H. Kaplan, superintendent, Leo N. 
Levi Memorial Hospital, Hot Springs (for 
1 year) 
The Friday afternoon session was given over to 
a Panel Round Table, Dr. Joseph A. Doane, pre- 
siding. The following subjects were presented: 


Accounting—Grange Sherwin, accountant, St. 
Luke’s Hospital, Denver 


Administration—E. E. King, superintendent, 
Missouri Baptist Hospital, St. Louis 


Dietetics—Rosella Hanfeld, president, Colorado 
State Dietetics Association, and Dietitian, 
Mercy Hospital, Denver 


Medical Records—Margaret Neale, record li- 
brarian, University of Colorado School of 
Medicine and Hospitals, Denver 


Nursing—Josephine Ballard, superintendent of 
Nurses, Presbyterian Hospital, Denver 


The meeting was then adjourned. 


Eleventh Annual Convention of the South 
Dakota State Hospital Association 


The Eleventh Annual Conference of the South 
Dakota State Hospital Association was called to 
order by the president, C. M. Austin, of Sioux 
Valley Hospital, Sioux Falls, South Dakota, in the 
Ward Hotel, Aberdeen, South Dakota, at 1:30 
p. m., on June 9, 1937, 


The official welcome was extended by Dr. Stew- 
art Kirkpatrick, president of the Aberdeen Cham- 
ber of Commerce, to which President Austin re- 
sponded in an able manner. 


A report of the activities of the Legislative 
Committee was given by Chairman James H. Kean 
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of Sioux Falls. Mr. Kean informed the members 
of the Association that it will, no doubt, always 
be necessary for the Association to maintain a 
lobby during the sessions of the legislature in 
order to protect its interests. That each day of 
the session must be watched and every bill care- 
fully read, lest some clause may directly or indi- 
rectly affect the hospitals of the state. Mr. Kean 
reported that the anticipated revenue for hospitals 
denied from the sales tax on beer would be ap- 
proximately the same for the coming two years 
as for the past two years. 


Thad L. Fuller, attorney from Aberdeen, led a 
very interesting discussion on the legal value of 
keeping hospital records. This discussion in itself 
was ample good reason for attending the con- 
ference. 


Following the discussion of Mr. Fuller, the 
nurses of St. Luke’s Hospital staged a very fine 
and enlightening demonstration of the proper 
method of admitting and discharging patients. 
The skit was prepared by Rev. Mother Raphael. 


E. A. van Steenwyk, executive secretary of the 
Minnesota Hospital Service Association, presented 
the functioning of that plan to the members. The 
interest was especially keen as Mr. van Steenwyk 
outlined the plan for extending the Group Hos- 
pitalization service to the rural districts of Min- 
nesota. Should such an extension of the plan 
prove practical, there would be a possibility of 
South Dakota hospitals aligning themselves with 
the Minnesota Association and receiving its bene- 
fits without the dangers involved in a separate 
organization of its own. 


Following the round table discussion, led by 
P. J. Blegen of Peabody Hospital, Webster, South 
Dakota, the conference adjourned to meet at St. 
Luke’s Hospital as guests of the Presentation 
Sisters. 


At 9:30 a. m. on June 10, the members re- 
convened and heard the various reports of the 
business of the Association. Pierre was selected 
as the meeting place of the conference for 1938 
and officers for the ensuing year were elected as 
follows: 


President—P. J. Blegen, Peabody Hospital, 
Webster 


Vice-President—C. M. Austin, Sioux Valley 
Hospital, Sioux Falls 


Secretary-Treasurer—George Kienholz, St. 
Mary’s Hospital, Pierre 


Trustees—Rev. Sr. Monica, St. Joseph’s Hospi- 
tal, Mitchell; Rev. Sr. Flavis, Sacred Heart 
Hospital, Yankton 
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The Connecticut Hospital Association 


The Connecticut Hospital Association met at 
the Danbury Hospital, Danbury, Connecticut, 
June 4, 1937, with the president, Albert W. Buck, 
Ph.D., superintendent of the New Haven Hospi- 
tal, presiding. Practically every hospital in the 
state was represented at this meeting. 


The papers and discussions on the pre-payment 
hospital service presented at the morning session 
were particularly interesting. The round table in 
the afternoon led by Mrs. Lucy A. Pollock gave 
opportunity for discussion of many practical 
problems. 


Morning Session 


Pre-Payment Hospital Service from the stand- 
point of: 


1 The Community—Robert A. Parnall, Direc- 
oa of the Hospital Service Fund, Inc., New 
aven 


2 The Doctor—Creighton Barker, M.D., Execu- 
tive Secretary, Connecticut State Medical So- 
ciety, New Haven 


3 The Hospital—Rev. John G. Martin, Super- 
intendent, Hospital of St. Barnabas and for 
Women and Children, Newark, New Jersey 


Discussion 
Business Session 
Luncheon 


Afternoon Session 
Report of the Committees 


Round Table—Conducted by Mrs. Lucy A. 
Pollock, Superintendent, William W. Backus 
Hospital, Norwich 





South Carolina Hospital Association 


The annual meeting of the South Carolina Hos- 
pital Association was held in Columbia, South 
Carolina, Saturday, May 22, 1937. 


The adoption of revised constitution and by- 
laws was the most important work of the meeting 
and the revisions made will pave the way toward 
organization along the same lines as those pro- 
posed for the American Hospital Association. 


The Secretary-Treasurer’s report showed that 
despite generous expenditures for the direct bene- 
fit of its members for the betterment of the Asso- 
ciation as a whole the financial condition was the 
best in its history and membership had increased 
appreciably. 


The Hospital Day Committee did a splendid 
piece of work under the chairmanship of Miss 
Luella Schloeman, administrator and director of 
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Nursing of the Shriners Hospital for Crippled 
Children, Greenville, South Carolina. 


South Carolina will be hosts to the Hospital 
Associations of North Carolina and Virginia at 
the Tri-State Conference in 1938 and the host city 
will be Columbia, South Carolina. 


The following officers were reelected and a 
unanimous vote of thanks was recorded in recog- 
nition of their past services. President, H. H. 
McGill, Administrator of the Columbia Hospital, 
Columbia; Vice-President, Mrs. Byrd B. Holmes, 
Greenville General Hospital, Greenville; Secre- 
tary-Treasurer, Charles H. Dabbs, Administrator 
of the Tuomey Hospital, Sumter. 


—_— 


Hospital Association of New York State 


Officers for the year 1937-38, elected at the an- 
nual meeting of the Hospital Association of New 
York state were: President, Fraser D. Mooney, 
M.D., superintendent, Buffalo General Hospital, 
Buffalo; First Vice-President, John H. Hayes, su- 
perintendent, Lenox Hill Hospital, New York 
City; Second Vice-President, Jerome F. Peck, su- 
perintendent, Binghamton City Hospital, Bing- 
hamton; and treasurer, Austin J. Shoneke, super- 
intendent, New Rochelle Hospital, New Rochelle. 





Coming Meetings 


Hospital Association of Nova Scotia and Prince 
Edward Island, Sydney, N. S., July 6-7 


Canadian Hospital Council, Ottawa, September 
8-9 

American Protestant Hospital Association, At- 
lantic City, September 10-12 


American College of Hospital Administrators, 
Atlantic City, September 12-17 


American Occupational Therapy Association, 
Atlantic City, September 13-17 


Children’s Hospital Association, Atlantic City, 
September 13-17 


National Association of Nurse Anesthetists, 
Atlantic City, September 13-17 


American Hospital Association, Atlantic City, 
September 13-17 


American Dietetic Association, Richmond, Vir- 
ginia, October 18-21 


Ontario Hospital Association, Toronto, Octo- 
ber 20-22 


Kansas Hospital Association, Newton, Octo- 
ber 30 
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News Notes 


Mrs. D. R. Clinard, superintendent of the Rob- 
ertson County Hospital, Springfield, Tennessee, 
since its opening nearly three years ago resigned 
June 1. Mrs. Deborah McAdams, a graduate of 
General Hospital, Nashville, Tennessee, succeeds 
Mrs. Clinard. 

ETSI 


William J. Donnelly of Philadelphia has been 
appointed superintendent of Princeton Hospital, 
Princeton, New Jersey. Mr. Donnelly, for the 
past six years, has been purchasing agent for 


St. Luke’s and Children’s Hospital, Philadelphia. 
—_—p——_——_ 


M. Leslie Hough, president of the Board of 
Trustees of the Woonsocket Hospital, Woonsocket, 
Rhode Island, died April 9. 


—— > 
Mary Larter, superintendent of the North Ad- 
ams Hospital, North Adams, Massachusetts, for 


nearly 18 years, has retired because of ill health. 
—_—<p————. 


Thomas B. Lowerre, superintendent of Flush- 
ing Hospital, Flushing, New York, for the past 
24 years, has resigned because of ill health. Wil- 
liam M. Payton, purchasing agent for the hospital, 


has been named to succeed Mr. Lowerre. 
—<»—___——. 


Leo M. Maguire, M.D., has been appointed in 
charge of the Fort Snelling Veterans’ Adminis- 
tration Facility succeeding Dr. Warren A. Colton, 


who has been transferred to Hampton, Virginia. 
—_—___. 


J.T. Naramore, M.D., assistant superintendent 
of the State Hospital for Epileptics, Parsons, Kan- 
sas, has been appointed superintendent of that in- 
stitute to succeed Dr. C. S. McGinnis, who re- 
signed because of ill health. 


Se 

Rebecca Peterson, superintendent of St. An- 
drew’s Hospital since April, 1930, retired June 15. 
Miss Peterson will continue as a member of the 
state board of nurse examiners. 


——<»___. 
Elizabeth B. Ross, R.N., of New York City has 
accepted a position at the Homeopathic Hospital 
of Montreal, Quebec, Canada. 


—_— 

R. A. Seymour, M.D., has been appointed as- 
sistant superintendent of the Vancouver General 
Hospital, Vancouver, B.C., Canada, to succeed Dr. 
H. S. Stalker. Dr. Seymour will be the first as- 
sistant to Dr. A. K. Haywood. He was connected 
with the administrative staff of the Vancouver 
Hospital from 1921-1931, when he resigned to go 
to Ontario. 


—_—_p—__—. 

J. H. Stephenson, M.D., former superintendent 
of the Parkland Hospital, Dallas, Texas, has been 
appointed superintendent of the new $2,000,000 
Jefferson Davis Hospital in Houston, Texas. 
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Sigrid Swanson of Santa Fe Hospital, Los An- 
geles, has accepted the position of superintendent 
of the Community Hospital, Detroit Lakes, Min- 
nesota, to succeed Hilda Dahlman, who resigned, 

——o———— 

Josephine E. Thurlow, R.N., succeeds Miss 
Mary Larter as superintendent of the North Ad- 
ams Hospital, North Adams, Massachusetts. 

—_——_ 

Helen Young, former assistant superintendent 
of the Shriners’ Hospital for Crippled Children, 
St. Louis, Missouri, has been appointed superin- 
tendent of the Chicago Unit to succeed Marjorie 


Lee, who resigned to be married. 
————_—— 


Esther Wolfe, R.N., former superintendent of 
the Hutchinson Community Hospital, Hutchinson, 
Minnesota, has accepted a position with the St. 
Andrew’s Hospital, Minneapolis, Minnesota. 

——<.>__— 

Cullman, Alabama—Members of the Cullman 
County Medical Society have formed the Cullman 
County Hospital, Inc., and have purchased a site 
for a new hospital to be built in Cullman. It will 
be a two-story structure of stone and brick and 
will be completely furnished with modern equip- 


ment. 
<<. 


Montgomery, Alabama—The government’s new 
250-bed general hospital for Alabama veterans is 
to be located in Montgomery. An engineer is to 
be sent from Washington to select the site. Plans 
for the hospital, which it is estimated will cost 
$1,000,000, are being prepared. 

ae 

Plant City, Florida—A board of twelve mem- 
bers has been appointed by Governor Cone to 
serve with County Commissioner of Hillsborough 
County to establish a hospital district in the east- 
ern part of the county with a view to building a 
public hospital in or near Plant City. 

sasiaitappiaatitat 

Tallahassee, F lorida— Appropriations for 
$70,000 have been made by the Florida State Sen- 
ate to establish a branch of the hospital for insane 
at DeFuniak Springs. The new hospital will re- 
lieve overcrowded conditions at the Chattahoochee 


institution. 
——_—_—_—__—_. 


Hawkinsville Georgia—The site for the new 
hospital to be built in Hawkinsville is being 
cleared and construction is expected to start with- 
in the next three months. R. J. Taylor of Macon, 
Georgia, has donated $65,000 for the erection of 
the hospital, which’ will’ be a memorial to his 
father and grandfather who were both physicians 
of Hawkinsville. 
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